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Assessment provides a basis for diagnostic reasoning and comprehensive 
nursing assessment is necessary for the provision of a holistic care. The purpose of 
this study was to understand the implementation of a comprehensive approach to 
nursing assessment in the acute hospitals of Hong Kong. A descriptive study design 
was employed. Data were collected by questionnaires, interviews and a review of 
nursing records. Convenience sampling method was used to select hospitals, wards, 
nurses and nursing records. In total, two hospitals were selected from the 11 general 
acute hospitals in Hong Kong. Eight medical wards and six surgical wards in both 
hospitals were selected. Ninety-one copies of questionnaires from nurses were 
returned giving a response rate of 65%. For the interviews, 12 nurses with at least two 
years' experience in the same field participated in the interviews. Fifty-eight nursing 
records were reviewed. 
The questionnaire included information about the main areas of assessment and 
the requested demographic data. The main areas of assessment were devised in 
accordance to the framework from the General Eclective Data Collection Model and 
included 5 sections which were the basic information, biophysical, psychological, 
sociocultural and spiritual. Respondents were required to use a Likert scale to indicate 
the extent to which their usual assessment included each o f t h e items. Content validity 
was established by three nursing experts. The documentation of assessment was 
determined from nursing records using a checklist with the same items as in the 
questionnaire. But yes/no choice was used instead of Likert scale. The correlation 
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coefficients for test-retest of the questionnaire and the checklist of nursing records 
were 0.83, p=0.006 and 0.94, p<0.001 respectively. The alpha coefficients for the 
questionnaire and the checklist of nursing records for the main study were 0.96 and 
0.88 respectively. For the interview, structured guidelines were used for the interview 
to elicit information about the factors that affected the implementation of 
comprehensive nursing assessment. 
The results showed that the level of performance of comprehensive nursing 
assessment as reported by nurses was at a moderate level. But a greater emphasis was 
found for the physiological assessment in comparison to psychosocial and spiritual 
assessment. Nurses in hospital A used a more comprehensive approach to assessment 
than those from hospital B. Furthermore, no statistically significant differences were 
found in the nurses' reports or the records of assessment according to age, education 
level, year of graduation and type of wards. 
The lack of comprehensive patient assessment may affect the degree of patient 
satisfaction, quality of care and the cost-effectiveness of the health care system. 
Barriers to the implementation of comprehensive nursing assessment were identified 
as heavy workload, lack of knowledge and skills, lack of clarity about the extent to 
which nurses are expected to perform the assessment and the acute nature of the 
disease. Improvement in the quality of care to patients is likely to be achieved if 
education and skill development in assessment, more comprehensive nursing 








•院選取八間內科及六間外科病室。護士交回問卷共 9 1份，回收率 
達6 5 % ；面談方面， 1 2名具備最少兩年該科經驗的護士參予面談； 
並查核了 5 8 份護理記錄。 
問卷内容包括護理評估的主要範圍及對象的背景資料。評怙的 
主要範圍是根據一般綜合資料收集模式（ G e n e r a l Eclectic Data 
Collection Model)而設計，有五個部份，包括基本資料、生理、心理、 
社會文化及靈性。對象需要在 L i k e r t量表上顯示日常評估包括各項 
的程度；內容效度方面，由三位護理專家確定。評估的記錄方面應 
用與問卷相同項目的評核表作測定，但以是 /否選擇代替 L i k e r t量 
表 ° 問 卷 及 ^ 理 記 錄 查 核 表 的 再 測 相 關 系 數 分 別 為 0 . 8 3 ’ B-0. 006 
及0 . 9 4，p < 0 . 0 0 1 ；而在本研究中，問卷及護理記錄查核表的“系數 
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Continuous assessment and interpretations about patient's needs are the nurses' 
responsibilities which differentiates nurses from doctors and other health care 
professionals (Latimer, 1998). Nursing assessment is the first step of the nursing 
process, during which data are collected systematically (Doenges & Moorhouse, 1992; 
Milner & Collins, 1992). The collected data provide a solid foundation for nurses to 
make decisions on individualized patient care (Iyer, Taptich & Bernocchi-Losey, 
1995). The collected data can trigger nurses to think and analyze the patient's 
situation, to decide what to do according to the patient's condition (Gordon, Murphy, 
Candee & Hiltunen, 1994). As well as providing the data upon which plans of nursing 
care are developed, the data can also assist the nurse in judging whether other health 
care professions such as doctors do collaborate in the patient caring. 
Assessment is the starting point in the thinking and decision making process. To 
choose what content should be included is important because this must reflect the 
characteristics of nursing profession and the philosophy of nursing. The principal 
responsibility of nursing is to deal with patient's physical, psychosocial and spiritual 
aspects, which in turns influence patient's health (Rutty, 1998). Inadequate collection 
of patient's data relating to these aspects will cause difficulty in using nursing 
diagnosis (Guzzetta, Bunton, Prinkey, Sherer & Seifert, 1989). Patient's needs and 
appropriate interventions could not be identified (Winn, 1997). Therefore poor 
assessment can lead to poor care delivery (Sturdy & Carpenter, 1997). On the other 
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hand, a good quality of nursing assessment can lead to good quality nursing care 
(Narrow & Buschle, 1987). 
Competency in comprehensive nursing assessment is necessary for practice as a 
competent nurse (Milner & Collins, 1992). Moreover, competency in comprehensive 
nursing assessment is important to the Hong Kong nurses because it is documented as 
a core competency of registered nurses and is one of the key responsibilities expected 
for a registered nurse (Hospital Authority, 1997). However past research has focussed 
on one or two aspects of the comprehensive assessment such as physical examination 
skills or spiritual assessment (Wong, Wills & Loke, 1995; Harrison & Bumard, 1993). 
Thus a study which is less fragmented and examines all aspects that encompass 
comprehensive assessment is needed, lf the literature as well as the workplace 
advocate the use of comprehensive assessment then it is important to gain 
understanding and examine the extent to which this more total approach to assessment 
is being carried out. Hence the purpose of this study is to understand the 
implementation of a comprehensive approach to nursing assessment in acute hospitals 




Nursing assessment as a major component of the nursing process is important 
to the nursing profession. Nursing assessment provides the essential basis for the 
other steps of the nursing process and is also a scientific mode of data collection. 
Through nursing assessment, both subjective and objective data are collected. Data 
are then analyzed and synthesized into an individualized nursing care plan comprising 
interventions devised to meet patient's individual needs. In the following, the 
importance and the areas of nursing assessment will be discussed. The importance of 
these areas to nursing assessment will be emphasized and the studies relating to these 
areas of nursing assessment will be explored. 
Nursing Assessment 
The definition of nursing assessment has changed as the steps of the nursing 
process have changed from four to five stages. Yura & Walsh (1988) defined the 
nursing process as comprising four phases of assessment, care plan, implementation 
and evaluation. The assessment phase included the collection of data about the 
client's health history and the identification of nursing diagnoses. Nursing diagnosis 
was viewed as the end stage of the assessment phase of the nursing process (Thomas, 
1987). By 1973，the first National Conference on Nursing Diagnoses recognized there 
was a need to develop a system for identifying and classifying nursing diagnoses that 
would specify nursing's own independent domain (Gebbie & Lavin, 1974). Therefore, 
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nowadays, nursing process is now comprised of the five phases ofassessment, nursing 
diagnosis, nursing care plan, implementation and evaluation (Alfaro, 1990, Iyer et al., 
1995; Christensen & Kenney’ 1990; Wilkinson, 1997). The nursing assessment 
consists of collecting, organizing, validating and recording data about a patient's 
health status but no conclusions about the data are drawn (Alfaro, 1990; Iyer et al., 
1995; Wilkinson, 1997). The collected data are then analyzed in the diagnostic stage 
o f t h e nursing process. 
Purpose ofNursing Assessment 
The nursing assessment emphasizes patient-centred care. All information 
related to the patient is collected, analysed and the patient's needs are identified. 
Patient goals instead of nursing goals are set and interventions are devised and 
implemented to achieve the patient goal (Carpenito, 1997). 
Nursing assessment is consistent with the autonomous role of nurses and thus 
the independence of nursing practice (Lindsey & Hartrich, 1996; Henderson, 1987). 
The data to be collected in the nursing assessment are determined by nurses. Nurses 
also identify the patients' problems and devise the nursing interventions. Hence 
nurses have the means by which they can demonstrate their autonomy in the provision 
of appropriate nursing care. Increasing nurses' autonomy can be conducive to the 
professionalization of nursing (Jolley & Allan, 1989)- but increasing nursing 
autonomy also increase nurses' accountability to patients and to the public (Sutcliffe, 
1990). 
4 
Nursing assessment is concerned with 'doing' not just 'knowing, (Ling, 1986). 
Before nurses perform the planned action, nurses need to assess the patient thoroughly. 
Data are collected continuously throughout the nurse-patient contact in addition to the 
data collected during the admission assessment (Bolander, 1994; Strader, Moore-
Greenlau & Decker, 1994; Yura & Walsh, 1988). This is important to nursing because 
the nurse is perceived as a 'knowledgeable-doer' (Jolley & Allan, 1989). Since 
nursing assessment includes recording of the collected data, nurses may feel that the 
writing process is time-consuming (Fonteyn & Cooper, 1994). This was illustrated by 
Catherman's (1990) study which evaluated a new tool incorporating a thorough 
biopsychosocial nursing in a unit after a year-long re-education. The sample consisted 
of 13 registered nurses. Nurses complained of too much paper work and that the 
completion o f t h e assessment form was beyond their abilities. 
Patient-centred caring, nursing autonomy and to be a knowledgeable-doer, all 
o f these elements are important to improve the patient care standards. But nurses also 
n ^ d to overcome the problems arising such as the increased accountability to patients 
and the increased paper work. 
The Importance ofNursing Assessment 
All other steps o f t h e nursing process are determined by the data revealed from 
nursing assessment (Milner & Collins, 1992). An accurate and complete assessment is 
necessary for the formulation of nursing diagnoses and nursing interventions 
(Carpenito, 1997). Incorrect or incomplete data can cause incorrect diagnoses. Thus 
the patient's problems cannot be identified and the interventions devised may not be 
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effective. Hence the patient's needs may not be met and the patient's and nurse's 
precious time may be wasted (Parker & Creasia, 1991). One example was raised by 
Kozier, Erb & Olivieri (1991) to illustrate the importance of collecting complete 
information. The pain of a patient was not assessed because the patient did not 
mention it and the nurse did not ask. Thus this patient's problems could not be solved. 
Therefore complete nursing assessment is paramount to quality nursing care. 
Assessment provides a basis for effective decision making and diagnostic 
reasoning (Narrow & Buschle, 1987; Crow, Chase & Lamond, 1995). Diagnostic 
reasoning begins with an adequate database (Fuller & Schaller-Ayers, 1994). Through 
diagnostic reasoning, hypotheses will be generated from the database and a search for 
more information to confirm or reject the hypothesis proceeds (Carnevali, Mitchell, 
Woods & Tanner, 1984). The search for information to support or reject hypotheses 
depends on further nursing assessment. Such a process of analysis and synthesis of the 
collected data has been termed as clinical judgement (Risner, 1990). An accurate and 
complete database is necessary for making a good judgement. The importance of 
nursing assessment to nursing judgement is exemplified by the descriptive study done 
by Jacavone & Dostal (1992). The nurse in the study faced a problem of whether to 
continue administering a nitroglycerine infusion despite the patient's low blood 
pressure. A detailed account o f h o w the nurse solved the problem was provided in the 
research report. The nurse's assessment of the patient's condition helped her to decide 
whether to continue giving the infusion. The type of patient information which she 
used included loss of consciousness, restlessness, dyspnea, pallor, pale and blood 
pressure and the finding that the patient was warm. So the nurse decided to continue 
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the infusion of nitroglycerine. Hence assessment and knowledge forms the basis of 
clinical judgement. 
The Influence of the Concepts of Health and Holism on 
Comprehensive Nursing Assessment 
The contents to be included in comprehensive nursing assessment have been 
influenced by the concepts of health and holism. In 1946, WHO defined health as "a 
state of complete, mental, physical and social well being and not merely the absence 
of disease or infirmity" (p.l2). Health professionals began to be aware that the 
psychological and social aspects of human beings should also be considered rather 
than focussing on the physical aspects alone. This gave nurses a new perspective on 
the concept of the person and caring. Nursing had been influenced by Western 
medical science where humans are viewed as machines with many working parts and 
the whole was the sum of its parts (Raleigh, 1991). Thus if the patient had a tumor in 
the rectum, only the physical part received attention. Accordingly the rectum was 
dissected or removed and a colostomy was made. The patient went home without any 
assessment or consideration of other needs such as the person's psychosocial needs. 
The patient was perceived as the object of the treatment (Raleigh, 1993). 
Since WHO provided a more holistic definition ofheal th , the concept of person 
as a whole began (Abdellah, Beland, Martin & Mathene^ 1960). The "whole" person 
was seen to have various components, that is biophysical, psychological and spiritual 
(Davies，1995) which together made the whole (Keegan, 1996; Davies, 1995; Raleigh, 
1993; McFarlane & Castledine, 1982; Hood & Dincher, 1992). Hence, the other 
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aspects of a person would be considered in the case of a person with a colostomy. 
His/her psychosocial aspects such as the change in self-concept and the possible 
change in relationship with others would be considered. 
The term "whole" is often used interchangeably with the term "holistic", 
"total" and "comprehensive" (Hood & Dincher’ 1992; Kenney, 1990; Johnston & 
Hood, 1976; Aguilar & Barry�1995) . Hence similar terms of "total patient care”� 
"holistic care，，and "comprehensive nursing care，’ are sometimes used in books and 
journals. The concept of holistic care is important to modem nursing (Swearse, 1995) 
because holistic care can provide nurses with a direction in nursing practice. Nurses 
no longer work as the handmaiden of doctors to do what the doctor orders. 
Psychosocial and spiritual aspects of caring are considered in addition to physical care. 
Thus holistic care can enhance the quality of patient care (Chan, 1993). Therefore it 
was hoped that the situation described by Leung (1990) as follows would not happen 
again. 
Nurses seemed not aware of patients' yells, helplessness, loneliness, but walked 
in between the crowded beds without any facial expression, busy completing that 
day's routine work and working as the doctors' maids implementing the doctor's 
orders. Nurses were annoyed with the patient's asking for help and family's 
inquiries, (p. l5) 
Philosophical Perspectives on Nursing Assessment 
Nursing assessment is critiqued as being a fragmented process for 
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understanding the patient's needs (McMurray, 1989) and reductionist (Casey & 
Hendricks-Thomas, 1994) in which only the scientific sources of data are emphasized, 
that is the observable data (McHugh, 1991). Such scientific modes of data collection 
minimize the importance of intuition and may cause nurses to discard much intuitive 
data (McMurray, 1989; McHugh, 1991). 
The issue of fragmentation and intuition in nursing assessment is related to the 
difference in the view of a 'whole' person. There are two main perspectives which 
were cited by Keegan (1996). One perceives the 'whole' person consisting of various 
components that together make the whole and that the whole is greater than the sum 
of the parts. This permits the assessment of various aspects of the individuals and the 
'whole' being can be perceived as a biopsychosocial being and the biopsychosocial 
components are interrelated (Oldnall, 1996). On the other hand, Rogers (1970) views 
the whole person as a ‘unitary human being’ who cannot be divided into components 
and "the whole cannot be understood when it is reduced to particulars" (p.44). The 
data collected are not in separate aspects such as physical, psychological, social and 
spiritual aspects but the assessment must reflect the holism. 
Nevertheless both reductionistic and intuitive views of humans or assessment 
can contribute to an understanding of the patient (Meleis, 1987). "Nursing should 
learn to live with its paradoxes and adopt the polarities with such paradoxes" (Meleis, 
1987, p.l6). The 'inductive and deductive inquiry' and 'art and science of nursing’ 
could be applied and reflected in the nursing process. Inferences can be drawn from 
different sources of data such as data obtained from nursing assessment as well as the 
intuitive data. Thorough analysis and synthesis of such data could yield a deep 
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comprehensive understanding of the patient as a whole. Therefore the process of 
assessment and intuition is a means to an end and the end is considered to be the 
person centred care (Casey & Hendricks-Thomas, 1994). 
The Incorporation ofNursing Theories or Models into Nursing Assessment 
The incorporation of a selected nursing theory into the assessment can reflect a 
more humanistic approach to nursing care (Reed & Watson, 1994). But different 
models are based on specific nursing ideologies such as Orem's theory where the 
main focus is on "self-care" (George, 1995). In addition, a number of publications on 
nursing assessment indicate the components to be included in a comprehensive 
nursing assessment are biological, psychological, sociocultural and spiritual (Dossey, 
Keegan, Guzzetta & Kolkmeier, 1988; HinchlifF, Norman & Schober，1989; Doenges 
& Moorhouse, 1992). Hence, in order to facilitate the discussion and analysis of the 
comprehensive nursing assessment in this study, no specific models will be included. 
Rather a framework from the General Eclectic Data Collection Model, that is the 
biopsychosociospiritual framework (Christensen & Kennney, 1990) was chosen to 
guide the data collection of this study. The framework from the General Eclectic Data 
Collection Model included five components of the background information, 
biophysical health, psychological health, sociocultural health and spiritual health. The 
General Eclectic Model is not a new model but is a common framework that has been 
used in most health assessment books. The concepts within this model are compatible 
with most nursing models (Christensen &: Kenney’ 1990). 
Assessing patients using a comprehensive approach, or 
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biopsychosociospiritual approach can help to reflect the uniqueness of the nursing 
profession in comparison to other disciplines. Doctors and other health professionals 
such as the physiotherapists and social workers have their own assessment format. 
Nursing previously used a predominantly physiological approach because of the 
influence of the medical knowledge (Casey & Hendricks-Thomas, 1994). In order to 
differentiate nursing assessment from others and improve the patient care standard, 
the holistic view of a patient is paramount. 
The view of patient in the biopsychosociospiritual approach is important to the 
patient care. The collection of biophysical data is important to understand the 
patient's biophysical capabilities and limitations (Christensen & Kenney, 1990). 
Hence appropriate nursing interventions could then be devised and implemented to 
meet the patient's physical needs. With the stress of illness to the patient, 
psychosocial maladaptation may occur and thus the patient's normal mental health, 
his/her relationship with others and social roles may be affected (Barry, 1989). 
Psychosocial assessment is important for detecting the presence of psychosocial 
problems in order to be able to determine nursing interventions to assist patients to 
better manage their disease and minimize their psychosocial problems (Margereson, 
1997). Furthermore patients who suffer from physical illness may raise questions 
about why they should suffer and thus indicate to nurses the need for addressing 
patients，spiritual needs (Murray, 1995). Hence nurses' sensitivities to patient's 
spiritual needs and the provision of appropriate interventions will be conducive to 
empower patient's coping strategies for managing the disease (Sodestrom & 
Martinson, 1987). Therefore the assessment of patients' biological, psychological, 
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sociocultural and spiritual aspects are essential in order to provide patients with 
patient-centered caring. 
Implementation of Comprehensive Nursing Assessment 
Two studies have reported the implementation of biophysical assessment in 
comparison to the psychosocial and spiritual assessment. One study by Morrison 
(1989) identified the content of nursing assessment during nursing assessment rounds 
in medical and surgical units. Nursing assessment was operationalized as the 
questions nurses asked during assessment rounds. Analysis using a coding form based 
on the three categories outlined by Yura & Walsh (1988) was applied. These 
categories were the survival needs, closeness needs and freedom needs. Survival 
needs included activity, stress management, the need for air, fluids, nutrition, safety 
and protection from anxiety. Closeness needs included acceptance of self and others, 
personal recognition, esteem and sexual integrity. Freedom needs include autonomy 
and choice, problem solving, freedom from pain, self-control, spiritual integrity and a 
value system. A total of 443 questions were asked. The findings showed that 73% of 
the questions (252 questions) were related to survival needs and most of the questions 
asked were about fluids, nutrition and elimination. One percent of the questions (2 
questions) related to closeness needs. Twenty-six percent of the questions (66 
questions) were related to freedom needs, of which, 28 questions related to autonomy 
and choice and 38 questions related to pain. Although the survival, closeness and 
freedom needs were used instead of the physiological, psychosocial and spiritual 
aspects, the study showed that the physiological assessment was emphasized in 
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comparison to other assessments. 
Another study by Davis, Billings & Ryland (1994) evaluated the effectiveness 
of the nursing records as a documentation of the nursing process. The assessment 
checklists developed in Davis et al. (1994)'s study included activities of l iv ing which 
was subdivided into categories of biological, psychological and social. The findings 
indicated that the assessment phase of the nursing process was poorly documented. 
Fifty-one percent of the biological categories were poorly documented. Of the 
psychological categories, 46.2% were poorly documented (23.8% were blank, of 
which 56% were concerned with expressing sexuality). Of the social categories, 
31.1% were poorly documented (27.4% were blanks, of which 52.2% were concerned 
with community resources). 
Overall, some of the terms used in the Yura & Walsh (1988) instrument were 
vague and quite abstract such as the autonomy and choice in the freedom needs. In 
addition, the categories in the assessment checklists of the study by Davis et al. (1994) 
were not clearly defined. There is a need to develop a clearer instrument to review the 
nursing records. 
Areas Included in the Comprehensive Nursing Assessment 
As discussed in the earlier section, the aspects included in the comprehensive 
nursing assessment are biophysical, psychological, sociocultural and spiritual 
components. The main areas of each component covered, the importance of each 




Biophysical assessment includes the assessment of both past and current 
anatomic and functional problems of the body systems (Malasanos & Barkauska & 
Stoltenberg-Alten, 1990). Data are obtained through interview and physical 
examination (Javis, 1992; Dossey et al., 1988; Malasanos et al.’ 1990). The body 
systems were usually cited as a framework of data collection in most of the health 
assessment books (Javis, 1992; Berger & Williams, 1992; Malasanos et al.，1990). 
These systems are comprised of integumentary, cardiovascular, respiratory, 
gastrointestinal, urinary, genital, musculoskeletal, central nervous system and 
endocrine system (Javis, 1992; Berger & Williams, 1992; Malasanos et al.，1990). In 
addition, activities of l iv ing such as rest and sleep are also included in the biophysical 
assessment (Berger & WilHams, 1992; Malasanos et al., 1990; Bolander, 1994; 
Bowers & Thompson, 1992; Christensen & Kenney, 1990). 
Studies evaluating the performance of biophysical assessment alone were not 
commonly found in the literature. Rather studies on biophysical assessment were 
usually combined with psychosocial assessment, as described in the earlier studies. 
Hence only the assessment of the physical examination by Wong et al. (1995) and 
Reaby (1990) was discussed. 
The application of physical examination as a method of data collection in 
clinical practice was not quite satisfactory in view of the two research findings, ln one 
study by Wong et al. (1995), the extent ofheal th assessment skills reported by nurses 
and the nurses' attitudes towards assessment when caring for patients with respiratory 
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disorders in Hong Kong were explored. The sample included 62 staff nurses and 14 
nursing officers working in an acute hospital in Hong Kong. They were working in 
surgical, medical, geriatric and intensive care units. 
The findings by Wong et al. (1995) showed that palpation and auscultation were 
practised by less than 50% of nurses with over 50% of nurses having never employed 
palpation and auscultation skills. Nurses' perception of the usefulness, their capability 
to carry out health assessment skills and to incorporate health assessment into their 
routine were higher in percentage for interviewing and inspection in comparison with 
palpation and auscultation. The utilization of auscultation was comparatively low 
compared with counterparts in Australia and the United States. Twenty-one percent 
used lung auscultation daily in Australia (Lont, 1992); 57% in United States (Vmes & 
Simons, 1991) but only 9.4% o f H o n g Kong nurses in this study. For those who never 
used the skill of physical examination, there were 27% in Australia (Lont, 1992), 
17.40/0 in the United States (Vines & Simons, 1991) but 64% in this study. The 
relationship between post-registration education and the perception that the skill of 
auscultation could be incorporated into routine was significant (Wong et al., 1995). 
Degree nurses held a more positive attitude towards the incorporation of auscultation 
skills into routine assessment (Wong et al., 1995). 
Another study by Reaby (1990) explored changes in nursing practice of 22 
registered nurses after they had attended a one-week program of physical assessment. 
Sixteen nurses reported feeling more confident in their nursing practice. Barriers to 
the use of skills identified by the subjects were mainly lack of personal confidence in 
performing physical assessment skills in 24% of nurses and lack of support from 
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nursing colleagues. Scores had increased significantly in nurses' assessment, 
including general; head and neck; chest and abdomen assessment in the post program. 
Nervous system assessment showed no significant increase in the nurses' skills usage. 
At least 50% of the medical/surgical nurses had increased their use of the cited 36 
skills from 13 to 21, with 75% of them using 19 skills. However the flill range of the 
skills of physical examination were still not commonly used by nurses in this study. 
While 2 studies have examined the extent of physical assessment used by 
nurses in the clinical areas and the results were not quite satisfactory, there were 
limitations in these two studies. The study by Wong et al. (1995) was focussed in one 
hospital and only the physical assessment of patients with respiratory disorders were 
examined, whilst the study by Reaby (1990) was focussed on the evaluation of the 
success of the educational program. Hence there is a need to study the performance of 
the physical examination in a wider sample and in general physical assessment not 
only the respiratory assessment. 
Psychological Assessment 
Patients have not only physical needs but also psychological needs. The 
assessment ofpsychological aspects includes the level of stress, normal coping pattern, 
response to illness, feeling of anxiety and depression, self-esteem maintenance, and 
the sense of control (Barry, 1989; Berger & Williams, 1992). Psychological 
assessment is important for all patients and some examples o f h o w these are important 
are provided. Hence, a patient who suffered from burns not only needs dressing of the 
wound, control of pain and hypovolemia but also needs to reduce anxiety and lessen 
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the frustration of daily treatments (Davis & Sheely-Adolphson, 1997). For those 
patients who are admitted for endoscopy or operation, nurses need to be aware of and 
sensitive to their psychological needs because patients may be apprehensive and fear 
the unknown (Panting, 1998). For certain operations such as mastectomy and 
resection of rectum with colostomy, patients may have sexual problems, body image 
concerns and low self-esteem (Bottomley, 1997). In the medical-surgical unit, some 
patients may be afflicted with depression (Isaacs, 1998) due to disease or other 
reasons and hence nurses need to perceive the cues that indicate depression and any 
suicidal thoughts or acts. Pain is also a common complaint from patients. To enable 
patients to cope with the pain effectively, psychological assessment is required in 
addition to physical assessment (Hepworth, Gaskill & Bassett, 1996). Hence 
assessment of psychological aspects is as important as physical aspects. 
Although the assessment of patient's psychological needs is important, the 
implementation has not been found satisfactory according to two research reports. 
One study by Bennett (1996) investigated how nurses perceived the problem of 
depression in stroke survivors, how nurses handled the situation and how they could 
improve matters. Fourteen qualified nurses working in a stroke rehabilitation unit 
were interviewed. The findings showed that 71% (10 nurses) said that they did not 
attempt to do the psychological assessment. Although 29% of nurses did the 
psychological assessment, they also found that it was difficult. Moreover their 
assessment was based on observation only, just by looking at the patient's appearance 
they estimated the patient's psychological state. 
Another study by Milner & Collins (1992) evaluated the effectiveness of an 
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assessment tool in clinical practice and used the findings in the development o f a new 
assessment tool. Questionnaires were completed by 37 senior nursing students. 
Ninety-eight percent of the students found that the assessment form inadequately 
addressed the psychosocial needs of the patients and families. Most students hoped 
that the new assessment tool would emphasize the wholeness of each client by using 
an integrated biopsychosocial data collection method. 
Sexuality is closely related to the psychological aspect of a person. Sexuality is 
expressed through one's concept of self, through functioning in response to giving 
and receiving physical pleasure and through relationships with others (Carpenito, 
1997). Faulkner (1996) considered that sexuality is a part of an individual's self-
image and is concerned with his/her sexual attractiveness to another. Sexuality is a 
part o f t h e whole person (Perry & Potter, 1998) and is related to other components of 
assessment. For example a patient with physical problems such as the insertion of 
urinary catheter can be affected in terms ofhis/her sexuality (Winn, 1997). 
The performance of sexual assessment was poor as evidenced in one study by 
Lewis & Bor(1994). This study examined the relationship between knowledge o fand 
attitude towards sexuality and nursing practice. The nursing practice in the case was 
defmed as the discussion of sexuality with the patient, with particular reference to 
taking a sexual history on admission to the ward. Questionnaires were completed by 
178 registered nurses. The findings showed that 54% of nurses reported feeling 
embarrassed when discussing sexuality with patients and 64.8% rarely or never 
included such questions when a patient was admitted to a ward. 
In sum, psychological assessment is important to patient care. But studies have 
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shown that the implementation of psychological assessment was not satisfactory. 
However, the sample size for some of the studies was very small, making it very 
difficult to generalize the findings. 
Sociocultural As.sesf;m^nt 
Sociocultural assessment is for the purpose to collecting data about the patient's 
relationships with family and significant others, environment, recreation, occupational 
history, economic status, and cultural background (Christensen & Kenney, 1990; 
MaIasanos et al., 1990). The assessment of the patient's social history is paramount in 
nursing assessment. For example, the healing rate of a patient's leg ulcer may be 
delayed without knowing his/her social history, that his/her occupation required 
prolonged standing and that the wound circulation was affected by his/her habit of 
smoking (Shipperley, 1997). In another example, in order to prevent the recurrence of 
a peptic ulcer, it is essential to obtain data about the patient's social habits such as diet 
and alcohol intake, recreational activities, drug use and smoking (0'Hanlon-Nichols, 
1998) because these are the possible causes ofhis/her recurrent illness. 
Assessment ofpat ients ' living environment and their relationships with others 
is also important to nursing. Patients interact with the environment constantly and this 
environment could affect patient's health and illness. If the causes of the 
environmental factors could be identified, the recurrence ofdisease may be able to be 
reduced (Carruth, Gilbert & Lewis’ 1997). For example, some of the patients' 
recurrent exacerbation of respiratory disease might be reduced if the polluted air 
condition of the environment could be identified and reduced or the patients move 
19 
away from it. 
Assessment o f a patient's network with others is important for his/her recovery. 
Good support from significant others and friends can buffer the effects of stress and 
illness (McGough, 1990) and can provide patients with encouragement (Clemen-
Stone, Eigsti & McGuire, 1995). On the other hand, lack of such support may cause 
exacerbation of disease (Heslop & King, 1994). Hence it is important for nurses to 
assess patient's interrelationship with other people and the environmental resources so 
as to know whether there is a need to mobilize their resources to attain health, 
recovery and rehabilitation when they are discharged from hospital. 
Culture is defined as a particular group's values, beliefs, norms and practices 
that are learned and shared and that guide thinking, decisions and actions in a 
patterned way (Leininger, 1989). lt is important for nurses to understand the patient's 
culture, especially in Hong Kong because different races such as Filipinos, 
Indonesians and other people from other countries are living in this city. 
Understanding can reduce the racial prejudice and discrimination due to the lack of 
knowledge of others' culture (Faulkner, 1996). If the cultural needs of patients were 
not satisfied, patients might suffer from cultural pain (Leininger, 1997). The issue of 
cultural pain was exemplified by Leininger (1997). Such pain was experienced by an 
Arab (Muslim) client when the nurses failed to respect the Arab Muslim who wanted 
to pray to Allah on a prayer rug at five specific times each day. Thus understanding 
the patients' culture will be conducive to understand their behaviour, to gain their 
compliance and provide them with appropriate nursing care. Hence cultural 
assessment is important to the comprehensive nursing assessment. The data to be 
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collected in cultural assessment include ethnic origin, race, habits and customs, 
language and communication processes, healing beliefs (such as the balance of yin 
and yang, and folk medicine practices), nutritional variables and food practices (Perry 
& Potter, 1998; Grimes & Burns, 1996). 
Studies about sociocultural assessment were limited in the literature. Two 
studies were found relating to the assessment of sociocultural issues. One 
ethnographic study by Latimer (1998) explored how older people were assessed and 
cared for in an acute medical unit. Overall the nurses' performance was seen to be 
good. Nurses not only considered the patient's social history but also incorporated the 
obtained data into the decision of patient care. Another study by Meurier (1998) 
evaluated the quality of nursing assessment records for patients with chest pain. A 
sample o f 3 0 patients was used in the study. The findings showed that the assessment 
data relating to a patient's social history particularly cigarette smoking, unhealthy diet 
and lack ofactivity was rarely recorded in their assessment documentation. 
In sum, to assess the social context of the patient should be considered by 
nurses so as to identify patient's strengths and limitations. But, unfortunately, research 
relating to this aspect was limited. 
Spiritual Af^ se<s.^ ment 
Spirituality can be considered as "a beliefthat relates individuals to the world 
and gives meaning and definition to existence" (Harrison & Burnard, 1993. p.8). 
Spiritual activity involves introspection, reflection and often, a sense ofconnectedness 
to others or the universe (Goddard, 1995). The spiritual dimension can be interpreted 
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as the need for meaning, purpose and fulfillment in life, hope/will to live; belief and 
faith in self, others and God (Ross, 1995). 
Spirituality is an integral part of human being (Heliker, 1992). Holism cannot 
exist without considering the spiritual aspects (Carson, 1989). An individual's 
spiritual dimension is interdependent and interrelated to all other human dimensions 
including the biological, psychological and social (Wright, l998). Illness may prevent 
individuals from having their spiritual needs fully met (Ross, 1995). Thus a patient 
with cancer may have his beliefs in life affected. On the other hand, spiritual distress 
may cause physical problems, such as gastric pain or interfere in his/her relationship 
with others or his/her self-esteem. Patients who have hope and a strong belief in the 
meaning of life usually have peaceful and better relationships with others and will 
even have a reduction in the severity of physical and psychosocial suffering (Oldnall, 
1996). 
To provide spiritual care to patients, nurses must know how to be aware of 
spiritual needs. The nursing process can be applied to satisfy patient's individualized 
spiritual needs (Ross, 1996b). According to Carson (1989), spiritual assessment 
guidelines comprise four areas: nonverbal behaviour, verbal behaviour, interpersonal 
relationships and environment. Clients are observed for any loneliness, depression, 
anger and anxiety. The impact of the illness on the meaning o f l i f e is discussed with 
the patient, while the client's interpersonal relationships with others are observed. The 
client's use of religious reading material, personal pictures or music to keep their 
spirits up is assessed. Another guideline devised by Stoll (1979) comprises four areas: 
concept o f G o d or Deity, sources o fhope and strength, religious practices and relation 
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between spiritual beliefs and health. 
In reviewing the literature, there were few studies about nurses' perceptions on 
spirituality. One study by Ross (1996a) explored the nurses' perceptions of spiritual 
needs and spiritual care. The sample included staff nurses and charge nurses working 
on an elderly ward. The results showed that 34% (221) of nurses defined spiritual 
needs as the need for belief and faith. Seventy percent of cases recognized spiritual 
needs through non-verbal means of communication and 94% of nurses considered that 
they had responsibility to respond to patient's spiritual needs. Over half felt 
personally unable to respond to patients' spiritual needs. 
Research by Harrington (1995) was carried out to discover the meaning that 
two groups of registered nurses ascribed to the word ‘spirit’ as well as the nurses' 
perceptions of the nature of spiritual nursing. Nurses in the study had at least two 
years experience. Data were gathered through interviews with ten registered nurses 
that worked in one hospice and ten who worked in a variety of acute care settings. 
One nurse commented that "I don't prioritize it in my life then 1 don't prioritize it in 
my patient 's life". This indicated the nurse's perception affected the nursing care 
he/she delivered. Similar results were obtained by Harrison & Burnard (1993) with 
the use of grounded theory. Ten trained nurses were interviewed. It was found that 
patient's religion was specifically asked during the spiritual assessment and nurses 
used no structured format for spiritual assessment. Some nurses admitted finding it 
difficult initiating conversation about spiritual matters. One of the reasons cited by 
one of them was "Because 1 don't have any religious beliefs myse l f � . 
ln sum, spiritual assessment plays an important role in comprehensive nursing 
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assessment but the implementation of spiritual assessment in clinical situations was 
not satisfactory. 
Summary 
The purpose of changing the stages of nursing assessment from four to five was 
to highlight the independent aspect of nursing and the diagnostic reasoning 
component of nursing practice. Nursing assessment focuses on patient-centered care 
and is consistent with the autonomous role of nurses. Incomplete or incorrect 
collected data can cause incorrect diagnoses and the quality of care may be affected. 
Hence the ideology of incorporating a holistic view of patients should be stressed in 
the nursing assessment. Areas of comprehensive nursing assessment included 
different aspects relating to biophysical, psychological, sociocultural and spiritual. 
Each area has its importance to patient care. But the few studies examining nursing 
assessment found the performance of psychological and spiritual assessment was not 
very satisfactory. There were even fewer studies reporting on the biophysical and 
sociocultural assessment. The purpose of this study was to understand the 
implementation o f a comprehensive approach to nursing assessment in acute hospitals 




In order to achieve the purpose of the study stated in Chapter 1，a number of 
research questions have been set up. A detailed description of the design used, 
sampling, data collection methods, validity and reliability issues, data collection 
procedure and data analysis is then presented. 
Research Questions 
1. What is the extent to which comprehensive nursing assessment has been 
performed? 
2. Are there any differences in the extent to which comprehensive nursing 
assessment has been done according to age, post-registration qualification, years 
ofpost-registration working experience and the year of graduation? 
3. Are there any differences in the extent to which comprehensive nursing 
assessment has been done according to type of wards and different hospitals^ 




A descriptive study design was employed in this study to gain understanding 
of the implementation of a comprehensive approach to nursing assessment in medical 
and surgical wards. A descriptive design enables the particular aspects of a situation 
to be depicted as they naturally occur (Polit & Hungler, 1995; Brink & Wood, 1988). 
This opens our eyes to what is happening around us (Clifford & Gough, 1990; Notter 
& Hott， 1994; Brockopp & Hastings-Tolsma, 1989). The extent to which 
comprehensive assessment is being performed can be determined through a 
descriptive design as the findings are usually expressed in terms of frequencies, 
means and scale scores (Massey & Lubno, 1991). Through the use of such a design, 
problems with current practice could be identified and justified (Burns & Grove, 
1997), enabling strategies to be devised for improving the situation. While descriptive 
designs may be either longitudinal or cross-sectional, the latter was selected for this 
study in order to simultaneously examine groups at various stages of development 
(Burns&Grove , 1997; Cormack, 1996). 
A descriptive design was seen to be more suitable for this study in comparison 
to qualitative and experimental research designs. A descriptive design is used when 
the aim is to study known variables in unknown populations (Brink & Wood, 1988). 
Qualitative research is more suitable when there is little existing knowledge of the 
topic (Brink & Wood, 1988). Since assessment has been well documented and is 
based on a body of knowledge (Lyke, 1992; Fuller & Schaller-Ayers, 1994), a 
qualitative design was not needed. In this study, the aim was to examine the extent of 
the implementation of a comprehensive approach to nursing assessment. There was no 
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intention to find any causal relationships among variables in a manipulated or 
controlled situation (Brockopp & Hastings-Tolsma, 1989). Therefore an experimental 
design was not suitable for this study.. 
In order to achieve the aim of describing what is happening and examining the 
situation, the data collection methods that were chosen are questionnaires and 
interviews. Questionnaires and interviews are commonly employed in descriptive 
designs (Dempsey & Dempsey, 1996). In addition to these two data collection 
methods, a review of records was also included in the descriptive designs (Wiersma, 
1995). 
Questionnaires are a useful method for examining phenomena that can be 
assessed through self-observation (Portney & Watkins’ 1993) such as the extent to 
which nurses' assessment is comprehensive. Moreover, questionnaires can be 
distributed to a very large sample (Burns & Grove’ 1997), thus promoting a higher 
representation of the population. A questionnaire as a self-report tool avoids the 
possible bias o f a n interviewer (PoIit & Hungler, 1995) in comparison to the interview 
method. However questionnaires can be criticized as being less in-depth because 
subjects are unable to elaborate on responses (Burns & Grove, 1997; Polit & Hungler, 
1995) as compared with interviewing. 
Structured interviews provide an opportunity for in-depth analysis of 
respondents' opinions because the researcher can probe responses of the study 
subjects (Portney & Watkins, 1993; Polit & Hungler, 1995). Probing can elicit more 
complete information in a specific area of the interview because subjects can be asked 
to further explain any statements that they have made (Bailey, 1987; Burns & Grove， 
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19Q7). Therefore factors that affect the implementation of comprehensive nursing 
assessment can be identified. Hence structured interview was the second data 
collection method chosen in this study. On the other hand, subject bias may be present 
because the sample size is usually limited due to the time and costs (Burns & Grove, 
1997). Since the interview was not the main focus of this study as the interviews were 
to supplement questionnaire data, a small sample is not such a problem (Polit & 
Hungler, 1995). 
Records can provide a rich source of data about the phenomena of interest 
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(Polit & Hungler, 1995). The use of existing records can reduce the problem of ^ 
interviewer bias in which the interviewees are unintentionally led to answer in a 
certain way (LoBiondo-Wood & Haber, 1997). Therefore a review of nursing records 
is one of useful data collection method in studies of patient care (LoBiondo-Wood & 
Haber, 1997). But the use of nursing records as a method of data collection has its 
limitations. Records only provide information on what has been documented not 
necessarily what has been done (Tapp, 1990). Ideally, all the nursing records available 
would constitute the sample that should be included or bias may exist if the records 
available are not representative of all the possible records (Polit & Hungler, 1995; 
LoBiondo-Wood & Haber, 1997). But practically it is difficult to perform. However 
using a random sample of nursing records can help to overcome bias by considering 
that each record has an equal chance ofbe ing selected. 
Sampling 
The target population was registered nurses working in the medical and surgical 
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units ofa l l Hospital Authority acute general hospitals. Registered nurses were chosen 
because comprehensive nursing assessment is one of the core competencies of 
registered nurses as stipulated by Hospital Authority (1997). Nursing officers and 
ward managers were not included because more oftheir time is spent in education and 
management than in providing patient care. 
Convenience sampling method was used to select hospitals, wards and nurses 
because the exact number of nurses working in the medical and surgical wards of the 
acute hospitals was difficult to access. Since a problem of bias may exist when using 
convenience sampling (Polit & Hungler, 1995), methods to increase the 
representativeness of the samples were considered. Some criteria that might affect the 
nurses' responses were included (Burns & Grove, 1997) such as age, education level, 
years of experience, year of graduation, the nature of wards and different hospitals. 
Data about these variables will be collected so that the influence of these variables to 
the study can be determined. Two hospitals were selected as due to time and resource 
limitations it would have been difficult to use a greater number ofhospitals. 
Two hospitals were selected from the eleven general acute hospitals in Hong 
Kong which was stated by W. Yip (January 17, 1997) in a memorandum about the 
classification of hospitals by groups and clusters in Hong Kong. Letters requesting 
approval to conduct the research project (Appendix I) were sent to these hospitals. 
The request was turned down. Letters were sent to another two hospitals which were 
also turned down. The reasons given by the hospitals were that there had been too 
many research projects in their hospital and that the nursing manpower was very 
‘‘stretched，’ at that moment. 
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Application letters were then sent to a further two selected hospitals in 
September 1997. The requests were accepted. The sample size for each method of 
data collection will be discussed. 
Sample fpr Questionnaires 
In hospital A, all 4 medical and 3 surgical wards were chosen as the study 
wards. In hospital B, 4 medical wards and 3 surgical wards were selected from 6 
medical and 4 surgical wards respectively in order to have similar number of wards as 
hospital A. The similar number of wards in the two hospitals allowed determination of 
whether the performance of comprehensive nursing assessment was specific to the 
particular hospital. All the registered nurses in these wards were selected to complete 
the questionnaire, ln total, there were 60 RNs (Registered Nurses) in hospital A with 
35 RNs in medical wards and 25 RNs in surgical wards. In hospital B, there were 73 
RNs with 40 RNs in medical wards and 33 RNs in surgical wards. 
Sample for Interview 
Purposive sampling was used for the interview as this method enables 
understanding of some facet of the phenomenon being studied (Burns & Grove, 1997). 
Subjects who were considered by the researcher to be typical of the population 
(LoBiondo-Wood & Haber, 1997) or key informants (Polit & Hungler, 1995) would 
be selected. Sixteen registered nurses were invited to have interviews and the wards 
involved are two medical wards and two surgical wards selected from the study wards 
in each hospital. The number of 12 to 20 is considered to be sufficient for a 
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heterogeneous sample when using the interview method (Holloway & Wheeler, 1996). 
From each chosen ward, two experienced registered nurses with at least two years' 
experience in the same field such as medical or surgical nursing were selected. Nurses 
with this amount of experience were at least, as Benner (1984) described, at a 
competent level rather than at a novice level. Such nurses were able to cope with and 
manage many contingencies of clinical nursing and they could perceive situations as a 
whole (Benner, 1984). Therefore they could be more likely have some in-depth 
opinions and insights about the factors that affect comprehensive nursing assessment. 
The number of registered nurses who participated in the interview was planned 
to be 16. But only 12 were selected because the researcher was not allowed by the 
Department of Operating Manager (DOM) to directly approach the registered nurses 
of the surgical department in hospital B. So no one from the surgical department of 
hospital B agreed to participate in the interview. 
Sample for Review ofNurs ing Records 
Nursing records were selected from those wards where nurses had been asked 
to complete the questionnaires and participate in the interview. Two wards were 
selected from the surgical wards where questionnaires had been distributed, ln the 
study by Webb & Pontin (1997) which was to evaluate the introduction of primary 
nursing, the number of records chosen to study was 40. Another study by Price (1987) 
which was to identify what assessment data were recorded, the number of records 
used were 60 with 30 were chosen from medical wards and 30 were chosen from 
surgical wards. Thus a sample of 60 records were chosen for this study. In addition, 
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the nursing care records of those patients who had been discharged within the last 
month from medical and surgical units were selected because they were more likely to 
represent the documentation being made by the nurses in the sample. 
Data Collection Methods 
Questionnaire 
Since a questionnaire measuring comprehensive nursing assessment was not 
found in the literature, a new questionnaire was devised. A framework from the 
General Eclective Data Collection Model was selected (Christensen & Kenney, 1990) 
to guide the content of data collection in this questionnaire. In the framework of the 
General Eclective Data Collection Model, the main areas include background 
information, biophysical health, psychological health, sociocultural health, spiritual 
health, review of body systems and physical examination. The content to be included 
within the selected framework was developed by examining the content for 
assessment that has been proposed in many health assessment books (Javis, 1992; 
Dossey et al., 1988; Morton, 1993; Berger&Williams, 1992;Malasanos et al., 1990). 
The preliminary questionnaire (Appendix II) contains two parts. Part 1 contains 
83 items divided into 5 sections. The section of background information contains 3 
questions about biographic data, reason for seeking care and history of present illness. 
The section on biophysical health contains 55 questions about past health, activities of 
daily living, stages of growth and development, data obtained about the client's 
function of the body systems through interview and from physical examination of 
body systems. The section on psychological health includes 8 questions which were 
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about responses to illness and hospitalization, abilities to cope, losses and emotional 
pattern. The section on sociocultural health included 14 questions about social 
network, social economic status, life style, living environment and cultural aspects. 
Spiritual health included 4 questions concerning perception towards his/her spiritual 
beliefs, source of strength and hope, religious/spiritual practices and the relationship 
between spiritual beliefs and health. 
Respondents were required to indicate the extent to which their usual 
assessment included each of the items in the questionnaire using a Likert rating scale 
ranging from 1 (not included completely) to 6 (included completely). The term "usual 
assessment" was specified because the opinions on continuing assessment as well as 
initial assessment were intended to be collected. 
Part 2 o f the questionnaire is about the respondents' demographic data. Items 
include age, type of ward, years of post-registration working experience in nursing, 
the year that he/she completed training, qualification after registration obtained and 
post-registration course that he/she was studying. 
Since comprehensive nursing assessment is known to be essential to the nursing 
profession, the issue of social desirability in self-report questionnaires needs to be 
considered in order to reduce response bias (Seaman, 1987). Thus items in the 
questionnaire need to be constructed in a way to avoid an obviously correct answer 
(Brink, 1989). Words that might communicate to the subjects that the researcher 
would positively or negatively value certain responses were avoided (Waltz, 
Strickland & Lenz, 1991). For example, “to indicate the extent to which your usual 
assessment includes each item，，will be used instead o f " D o you include the following 
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items in your assessment^". 
Validity 
Content validity was considered in this study to ensure the adequacy of the 
content area being measured (Polit & Hungler, 1995). The use of the framework from 
the General Eclective Data Collection Model to guide the data collection and the 
inclusion of content from nursing assessment books in the questionnaire helped to 
identify the items needed to be included in the questionnaire. Moreover, the 
preliminary questionnaire was sent to experts in this content area to judge and affirm 
the adequacy of coverage of the content (Polit & Hungler, 1995). In total, three 
experts were chosen to give their opinions. They were two university lecturers who 
were involved in teaching health assessment and a principal of a school of nursing. 
The principal could give a perspective from a hospital school of nursing from where 
most Hong Kong registered nurses have graduated. 
Feedback was obtained from the experts and modifications were done in 
accordance with their comments. The item relating to "expressing sexuality" was 
grouped in the reproductive part instead of under the heading of functional status. The 
question relating to emotional patterns was too broad so more descriptive items were 
added such as “ emotional patterns, i.e. usual mood, such as depressed and happy". 
Two items relating to the family category were added: "surrounding neighborhood, 
such as pollution, parks and traffic" and "effects ofhis/her illness on family processes, 
such as caring for his/her children". Following a further review, some overlapping 
items were deleted such as the inspection of skin under the cardiovascular system and 
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the inspection of skin under the dermatological system. In addition, more 
specifications were added to some questions, such as “sensory function, e.g. 
numbness or tingling” instead of "sensory function". The number of questions was 
reduced to 76. 
Translation of Questionnaire 
Since most of the respondents in the actual study would be graduates from 
Chinese language nursing schools, the English version questionnaire was translated 
into Chinese. Back translation of the Chinese version into English was then carried 
out. As suggested by Gilmer et al. (1995), back translation is recommended to 
preserve the meaning of each item across the 2 languages by translators who were 
familiar with both languages to ensure content equivalence. Two bilingual nursing 
educators who were teaching health assessment in the Professional Diploma program 
in the hospital school assisted with the translation process. The Professional Diploma 
program has started in two pilot hospital schools in Hong Kong in October, 1997. One 
educator and the researcher were involved in the translation from English to Chinese 
and another educator translated back into English. The meaning of the Chinese 
version and the back translated version were compared and agreement reached on the 
final version between a bilingual educator and the researcher. 
Interview 
A list of prepared questions was used to guide the respondents (Dempsey & 
Dempsey, 1996) to elicit information about the factors that affected the 
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implementation of comprehensive nursing assessment. The interview guidelines 
(Appendix III) were based on predetermined factors found to influence nursing 
assessment (De la Cuesta. 1983; McCaffery & Ferrell, 1994; Wong et al., 1995) such 
as staffing factors and educational level. 
Before the start of the interview, respondents were required to answer some 
questions about their demographic data such as age group, educational level and 
working experience, ln addition, the definition of comprehensive nursing assessment 
that includes biophysical health (assessment of physical needs through both interview 
and physical examination), psychological health, sociocultural health and spiritual 
health was explained. Hence they could understand what the researcher's meaning of 
the term 'comprehensive nursing assessment' during the interview. Question 1 asked 
about "the extent to which nurses can perform comprehensive nursing assessment 
when caring for patients who are staying on your ward”. They were asked to rate the 
extent on a scale from 1 (low) to 10 (high). Such rating could facilitate the 
interviewee to reflect on their perception of the real situation and to list and explain 
the factors that affected the implementation of comprehensive nursing assessment. 
Follow up questions such as whether staffing and educational factors were influential 
would be asked. Question 2 asked the respondents to list and explain the actions or 
interventions that could be carried out to enable nurses to perform comprehensive 
nursing assessment. 
To reduce socially desirable responses in the interview, the subjects were 
guaranteed that the data they provided would not be identified and would be 
integrated into the overall findings in the final report (Waltz et al., 1991). The name of 
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the subjects, the ward and the hospital would not be identified in the report. Subjects 
would be interviewed in an open, relaxed and accepting atmosphere. Thus, the free 
flow ofinformation would be facilitated. 
Checklist for the Review ofRecords 
The items included in the preliminary checklist were the same as those were 
included in the questionnaire. The main sections included background information, 
biophysical health, psychological health, sociocultural health and spiritual health. But 
yes/no choice was used instead of a Likert scale because the aim was to know the 
percentage of items included in the nursing records instead of identifying the number 
of times this item was included in the nursing records. The records including the 
initial assessment form and the observation charts were used to check against the 
content of the checklist. If the items recorded were fulfilled as in the checklist, a tick 
would be put to the yes column. 
Data Collection Procedure 
Pilot study for the Comprehensive Assessment Questionnaire, the checklist of 
nursing records and the interview was implemented before the main study was 
performed. A pilot study was performed to determine the clarity of questions, 
effectiveness of instructions and completeness of response sets (Portney & Watkins, 
1993). Ten registered nurses were invited to participate in the pilot study (Polit & 
Hungler, 1995). They were selected from the sample hospital but from other than the 
sample wards. Participants were asked to complete the questionnaire in a week's time 
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and they were requested to write down their opinions about the time taken to complete 
the questionnaire and the clarity ofexpressions in the questionnaires in order to obtain 
their opinions from the perspectives. For the pilot interview, 3 registered nurses from 
the sample hospital but from other than the sample wards were chosen. Consent was 
obtained beforehand. The interview process was audiotaped and transcribed later. For 
the checklists of nursing records, 10 records were reviewed by using the checklist. 
After the pilot study had been done and the approval letter had been received 
from the hospitals, details of implementation of the research process were discussed 
with the DOMs in the respective hospitals. Questionnaires in hospital A were 
distributed. Instructions on how to complete the questionnaire and the return date 
were mentioned in the cover letter for the questionnaire. Respondents were required 
to put the completed questionnaire with the provided envelope into a bag in the ward 
in 10 days' time. The bags would be collected by the researcher. 
For the interview, the ward manager was approached and the registered nurses 
with over 2 years experience were identified. The nurses were invited to participate in 
the study before the appointment for the interview was made. Interviews took place 
after the questionnaire had been completed and collected. The seminar room on the 
same floor of the ward was booked for interview. For the review of the nursing 
records, a request letter about the study was sent and an appointment was made with 
the manager of the Records Department. The nursing records were reviewed in one 
week's time in the Records Department. 
After the data collection was completed in hospital A, the same procedure 
commenced in hospital B. However, the nursing management staff in the surgical 
38 
department o f th i s hospital preferred that the researcher should give the questionnaires 
to the clerk and that the nurse managers would then distribute them to nurses. 
Furthermore they would ask the nurses whether they would participate in the 
interview and would inform the researcher of those agreeing to participate. The 
completed questionnaires were collected from the surgical department in the same 
manner as for hospital A. The researcher was informed that no one was willing to 
participate in the interview when the questionnaires were collected. 
Pilot Study 
Comprehensive Assessment Questionnaire 
All the items in the questionnaires were answered. The time taken to finish the 
questionnaire stated by respondents was on average 13 minutes. Overall the 
questionnaire was said to be clear. But some modifications were done according to the 
feedback from the pilot study. It was decided to put the item relating to growth and 
development under item 4 about "past history" rather than putting it between activities 
of daily living and response to illness and hospitalization. This could reduce 
confusion. The overlapping questions were deleted such as "language and 
communication process" and "communication under the heading of activities of daily 
living". In addition, the heading of item about "examination of urine" was changed 
from "Genitourinary" to "Urinary" because the contents were about the urinary 
system. "Thank you for your participation" was added at the end. The finalized 
questionnaire included 74 items which were grouped under 5 categories (Appendix 
IV). The number of items measuring the 5 categories and the subcategories were 
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shown in Table 1. 
Table 1 
The. Niimher nf Questionnaire Items Measuring the 5 Categories and the 
Siihr.;<tegories with its Corresponding Question Numbers 
Categories (and subcategories) Number of items Question numbers 
Basic information 3 Ql-3 
Biophysical 43 Q4-l0,36-50,54-74 
(Physical examination) 21 Q54-74 
Psychological 10 Ql l - l7 .5 l -53 
(Sexuality) 3 Q51-53 
Sociocultural 15 Q18-32 
Spiritual 3 Q33-35 
Interview 
The length of their work experience ranged from 2 to 7 years. The time spent 
in the interview was on average 25 minutes. Overall the questions achieved the 
objectives of understanding the factors that affected their performance. Participants 
were able to list the factors that affected the implementation of comprehensive 
assessment without the need of prompts. Pilot interviews assisted in clarifying the 
best way to introduce the interview and to brief the subjects of the aim o f t h e study, lt 
was realized from the experience of the pilot study that the use of a form for 
collecting the demographic data would be helpful and save time. Listening to the 
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audiotapes also indicated the necessity for the interviewer to reduce the use of "um" 
and "ah" and incorporate more periods of silence to allow the subjects time to think of 
their answer. 
Checklists ofNurs ing Records 
Space was added after the pilot study for indicating the nature o f t h e ward and 
period of stay in the ward. Data in these areas would provide information for further 
analysis. The finalized checklist is in Appendix V, 
Reliability 
A test-retest approach was used to determine the reliability which enables 
testing of stability over time. A high degree of stability means that the same results 
were obtained on repeated administration of the questionnaire (Polit & Hungler’ 1995). 
However, two problems may be encountered in test-retest reliability. These are the 
memory of the subjects' responses from the first administration and the intervening 
experiences between the two tests (Polit & Hungler, 1995). To reduce such problems, 
a period o f 2 weeks' time was chosen (Burns & Grove, 1997; Waltz et al., 1991) so 
that the retest was not done too soon in order to prevent the memory effect or too long 
in order to reduce other intervening influences happening between the two testing. 
The Comprehensive Assessment Questionnaires were sent to 12 respondents to 
do the test-retest reliability. They were asked to use a code such as "xyz" on the right 
upper corner o f t h e questionnaire. Two weeks later, they were given the questionnaire 
again and they were asked to use the same code again. The total scores of the 
41 
questionnaire were analyzed using the total scores for the two questionnaires. The 
Pearson product-moment coefficient of correlation was used to analyze the test-retest 
reliability. For the checklist ofnursing records, a total of 14 copies of nursing records 
with 7 copies from medical wards and 7 copies from surgical wards were audited 
according to the checklist and were audited again after 2 weeks. Overall, the 
reliability for the study tools following the minor modifications after the pilot study 
indicated a satisfactory level. 
Test-retest Reliability 
The Pearson product-moment correlation coefficient for the Comprehensive 
Assessment Questionnaire was 0.83, p=.006. The higher the correlation, the higher 
the test-retest reliability is. The correlation was high according to Munro & Page 
(1993) who indicated that a correlation must be 0.63 or larger for a sample of 10. The 
correlation coefficient for the checklist of nursing records was 0.94, p<.001. This 
showed that the instrument had a high degree of stability. 
Internal Consistency 
The internal consistency of the Comprehensive Assessment Questionnaire for 
the main study was tested by the method of coefficient alpha. The alpha coefficient 
was 0.96. This indicated that the extent of consistency was high if the value of alpha 
coefficient is 0.80 or higher (Thomas, 1990). The coefficients for the categories and 
subcategories of basic information, biophysical, psychological, sociocultural and 
spiritual were 0.84, 0.95, 0.89, 0.91 and 0.77 respectively. For the checklist of nursing 
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records, the alpha coefficient for the main study was 0.88. 
Ethical Considerations 
Approval from the Ethics Committee of the Faculty of Medicine, Chinese 
University of Hong Kong (Appendix VI) and Ethical Committees of the 2 hospitals 
(Appendix VII) were obtained before the implementation of the study. Throughout the 
process of the study, principles of human rights were adhered to. That is the right to 
self-determination, right to privacy, right to anonymity and confidentiality (Polgar & 
Thomas, 1991). 
For the study of comprehensive nursing assessment, nurses might perceive that 
the study was something related to the evaluation of their nursing standard. They 
might fear that their responses would be identified and that their position or future 
promotion might be affected. Hence, staff were reassured and respected by 
implementing the following interventions. 
Right of self-determination was respected throughout the process. Nurses were 
M y informed about the purpose of the study, the types of questions that would be 
asked and the time taken to finish the questionnaire were stated in the covering letter 
and during the invitation to participate in an interview (Portney & Watkins，1993; 
Burns & Grove, 1997; Polgar & Thomas, 1991). Furthermore, the consent for tape-
recording of interviews before the interview was obtained. 
For the right to privacy, an envelope was provided and the collection bag was 
hung inside the nurse manager 's office. In addition, a private room outside the ward 
was arranged for the interviews. The subjects were assured that the audiotapes would 
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be destroyed following the completion o f the research (Smith, 1992), Furthermore, the 
privacy of records was also a concern of the hospitals due to the recently endorsed 
Privacy Ordinance in Hong Kong. Thus, anything that could identify the patient 
would not be included in the checklists of nursing records but code numbers were 
used instead, ln addition, no hospital names would appear in the research report. 
Anonymity was clearly explained to nurses before the interview because they 
feared that their colleagues and employers would know their opinion. Respondents 
were instructed to write the same code in the questionnaire so that the researcher 
could check the test-retest reliability. Subjects were assured that their opinions could 
not be identified in the research reports or known by others. Code numbers would be 
used instead of their names for analysis and all the collected data would be grouped 
together for analysis. Therefore individuals could not be identified by his/her 
responses (Burns & Grove, 1997) 
Data Analysis 
Non-parametric tests were applied to this study because the assumptions for 
the use of parametric tests were not met, that is the data were not normally distributed 
or at interval/ratio levels of measurement (LoBiondo-Wood & Harber, 1997; Polit & 
Hungler, 1995). Although the criteria for parametric analysis were not met, non-
parametric tests were powerful provided that the data were analyzed appropriately, 
that is non-parametric data were analyzed non-parametrically but not parametrically 
(Burns & Grove, 1997; Cormack, 1996). 
Descriptive statistics were used for the demographic data and for each item, 
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category and the total score in the questionnaire. The mean was used instead of the 
median because ordinal data can be habitually treated as numerical data when the 
dependent variable is on an ordinal scale (Fink, 1995). 
For the checklist, with yes/no choices used for each item, descriptive statistics 
were used to analyze the data. That is, the frequencies of compliance for each item 
and for the total frequency of compliance for all items in each checklist were 
calculated. In addition, the frequency of compliance in each defined category such as 
basic information, biophysical, psychological, sociocultural and spiritual components 
was calculated. 
Kmskal-Wallis test and Mann-Whitney U test were used to compare the data 
to see whether there was a significant difference among 3 groups and between 2 
groups respectively in their responses to the questionnaire and nursing checklists 
(Hicks, 1990; Polit & Hungler, 1995). Hence differences in the scores in 3 subgroups 
within age, education, years of experience and year of graduation in the questionnaire 
were compared by means of Kmskal-Wallis test. The differences in the scores in 2 
subgroups within the nature of wards and hospitals were compared by means of 
Mann-Whitney U test. When the sample size in one of the two groups is greater than 
20, z score is used instead o fU-score in the Mann-Whitney U tests (Polit & Hungler, 
1995; Burns & Grove, 1997). In this study, the sample size in the wards and hospitals 
were greater than 20 so the z score was used instead. 
Content analysis was used to analyze the interview data. Content analysis 
involved the quantification of qualitative material (Polit & Hungler, 1995). 
Quantification was carried out using the headings used in the interview (Seaman, 
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1987). The data were then summarized in the form of frequencies (Dempsey & 






The sample characteristics of the registered nurses who completed the 
questionnaires are shown in Table 2. One hundred and thirty-three questionnaires 
were distributed to the selected 8 medical and 6 surgical wards of the two hospitals. 
Eighty-nine copies were returned giving a response rate of 64.8%. Twenty subjects 
(49%) did not complete the item of age which may have been due to the request for 
exact age instead of the age group. The mean age of the remaining subjects was 27.29 
(SD=3.60). The majority of the sample had graduated from the hospital schools 
between 1992-1997. 
For working experience, one-third of the nurses had less than or equal to 2 
years; one-third between 3 to 4 years and another one-third had 5 years or more 
experience. Over half of the sample had obtained no post-registration qualification, 
whilst one third had completed a Bachelor ofNursing. Two-thirds o f t h e sample were 
not studying any courses now, one-third were now studying Certificate/Diploma, 
Bachelor of Nursing and others such as Bachelor of Computer and Master of Health 
Administration. The percentage of the nurses who had a Bachelor qualification is the 
greatest in the group with 31 years old or more and in the group with year of 
graduation in 1981-1991. 
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Table 2 
Frequency Distribution of Sample Characteristics for the Comprehensive Assessment 
Questionnaires (N=89) 
Characteristic Frequency Percent 
Hospital 
A 37 42 
B 52 58 
Nature of ward 
Medical 49 55 
Surgical 40 45 
Age groups^ 
21-25 23 33 
26-30 34 49 
>=31 12 18 
Year ofgraduation^ 
1995-1997 31 37 
1992-1994 36 40 
1981-1991 19 23 
Nursing experience (years) 
<=2 � 32 36 
3-4 29 33 
>=5 28 31 
Post-registration qualification obtained CNursing) 
Nil 49 55 
Certificate 10 11 
Diploma 2 2 
Bachelor 27 31 
Postgraduate Diploma 1 1 
Further studying_ 
Nil 63 71 
Certificate 4 4 
Diploma 3 3 
Bachelor 14 16 
Not in nursing 4 4 
Bachelor in nursing obtained in different age group 
21-25 _ 8 35 
26-30 15 44 
>=31 10 83 
Bachelor obtained in accordance to the year of graduation 
1995-1997 8 28 
1992-1994 16 44 
198I-l991 15 83 
'N=69; "#N=86; _ N = 8 8 ‘ 
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The sample in hospital A and hospital B was compared on demographic data 
using Chi-square analysis to test for homogeneity of the sample. The results showed 
no significant difference in age, x ' ( 2 , N=69) = 0.27, ^ = 0.88, year of graduation, 
X ' (2 , N=86)=0.84, 2 = 0.66, years of experience, x " (2, N=89) = 3.45, g 二 0.18 or 
post-registration qualification in Nursing obtained by 3 groups (No post-registration 
qualification, Certificate/Diploma, Bachelor), x ' ( 2 , N=89) = 2.45, g = 0.29. 
Interview Sample 
The demographic data of the interviewees are shown in Table 3. In total, 12 
registered nurses participated in the interview. Sixty-seven percent of them were from 
hospital A, whilst 33% were from hospital B. Sixty-seven percent were from medical 
wards, whilst 33% were from surgical wards. The majority of nurses were within the 
26-30 age group. Furthermore the majority had post-registration nursing experience 
ranging from 2-6 years and over half had experience in the same field for 2-3 years. 
For post-registration qualification obtained, over half did not have a post-registration 
qualification but half of them were undertaking of either a Certificate, a Bachelor or 
Postgraduate Diploma in Nursing. 
Regprd sSamplg 
The total number of nursing records that were reviewed was 58. Forty-eight 
percent were from hospital A and 52% were from hospital B. Fifty-five percent of 
records were from medical wards, whilst 45% were from surgical wards. 
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Table 3 
Frgciugncv Distribution ofSample Char^irtpristics for Tntprview (N=1^) 
Frequency Percent 
Hospital 
A 8 67 
B 4 33 
Ward 
Medical 8 57 
Surgical 4 33 
Age group 
26-30 10 83 
31-35 2 17 
Post-registered nursing experience (years) 
2-4 5 42 
5-6 4 33 
7-8 3 25 
Experience in the same field (years) 
2-3 7 58 
5-7 5 42 
Post-registration qualification obtain in nursine 
� f i ^ Nil 7 59 
Certificate 3 25 
Bachelor 1 g 
Postgraduate Diploma 1 g 
Further studying in nursing 
Nil 6 50 
Certificate 1 g 
Bachelor 3 9^ 
Postgraduate Diploma 2 17 
Mean Scores for Comprehensive Assessment 
Comprehensive Assessment OuestionnRirp 
The mean of the total score and the categories for assessing the level of 
comprehensive assessment are shown in Table 4. The total mean of items was 4.27 
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(SD=0.71) out of a highest possible score o f 6 . The categories that with highest and 
lowest mean were basic information (M=5.72, SD=Q.64) and spirituality (M=2.88, 
SD=1.22). 
Table 4 
The Mean of the Total Score and Categories in the Questionnaire<=� (N=SQ) 
Categories M. SD Minimum Maximum Range 
Basic information 5.72 0.64 3.00 6.00 3.00 
Biophysical 4.67 0.78 2.40 5.91 3.51 
Psychological 3.28 1.02 1.00 5.70 4.70 
Sociocultural 3.57 0.91 1.40 5.53 4.13 
Spiritual 2.88 1.22 1.00 6.00 5.00 
Sexuality 2.42 1.38 1.00 6.00 5.00 
Physical examination 4.34 0.94 1.81 6.00 4.19 
Total score 4.27 0.71 2.41 5.68 3.27 
� 
The variation in the assessment of categories of psychological (SD=1.02), 
sociocultural (SD=0.91) and spiritual (SD=1.22) and the subcategories of physical 
examination (SD=0.94) and sexuality ( ^ = 1 . 3 8 ) are comparatively greater than the 
categories o f b a s i c information ( ^ = 0 . 6 4 ) and biophysical (SD=0.78). This indicated 
that there was greater variation in the nurses' reports of assessment of the categories 
and subcategories relating to psychosocial and spiritual than for biophysical and basic 
information. This tendency could also be observed from the range of category and 
subcategory scores which in ascending order are: basic information (3.00), 
biophysical (3.51), sociocultural (4.13), physical examination (4.19), psychological 
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(4.70), spiritual (5.00) and sexuality (5.00). 
Nursing Records 
The mean percentages of the categories, subcategories and total score 
included in the nursing records are shown in Table 5. The mean percentage of each 
category was calculated by counting the frequency percentage of the occurrence of 
'yes' for each category in each nursing record and then computing the mean 
percentage of all records. The mean percentage of the total score was obtained by 
calculating the mean percentage of the occurrence o f ' y e s ' in each nursing record and 
then computing the mean percentage of all records. 
Table 5 
The Mean Percentage of the Items IncludeH in the Niir^ina Records fN=S6^ 
Categories M (%) SD Minimum(。/。）Maximum(�/�) 
Basic information 82.00 0.17 67 100 
Biophysical 62.00 0.12 19 84 
Physical examination 44.00 0.17 29 76 
Psychological 19.00 0.04 0 30 
Sexuality 0 0.00 0 0 
Sociocultural 31.00 0.11 13 53 
Spiritual 0 0.00 0 0 
All items 48.46 9.07 ^ ^ 
The—mean percentage of the total score was 48.46% (SD=9.07). This 
indicated that less than half of the items were included in the nursing records. The 
mean percentage of the categories in descending order were basic information 
(M=82%, S D = O M l biophysical (M=62%, SD=0.12), sociocultural (M=31%, 
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5D=0.11), psychological (M=19%, SD=0.04) and spiritual (M=0%, SD=0). The mean 
of the subcategories of the biophysical and psychological categories were physical 
examination (M=44%, SD=0.I7) and sexuality (M=0%, SD=0). 
Items with Higher and Lower Scores in the Questionnaires 
and the Checklists ofNursing Records 
Comprehensive Assessment Questionnaire 
The mean scores for each item in the Comprehensive Assessment Questionnaire 
where nurses indicated that the extent to which comprehensive assessment had been 
performed were arranged in descending order in accordance with the different 
categories as in Appendix VIII. The ten highest scoring items and the ten lowest items 
in the Comprehensive Assessment Questionnaire are displayed in Table 6. The means 
of the top ten items ranged from 5.36 to 5.76. The ten items with higher scores 
included three items about basic information and 7 items about biophysical. The items 
about basic information included the biographical data, reason for seeking care and 
history ofpresent illness. The biophysical items were about data that obtained through 
interview and through physical examination. These items were about patients' past 
history, presence of chest pain and palpitations, bowel habits and difficulty to urinate. 
There were also the 2 items about physical examination of monitoring vital signs and 
measuring body weight. 
The means of the lowest scoring ten items included in the Comprehensive 
Assessment Questionnaire ranged from 1.89 to 3.04. The ten items with lower scores 
included 4 psychological items, 4 sociocultural and 2 spiritual items. The 
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psychological items were about family coping ability and sexuality. Sociocultural 
items were about relationship with friends and co-workers, family and colleagues, 
recreation activities, living environment and surrounding neighborhood. Spiritual 
kems were about sources of strength and hope and the relationship between spiritual 
beliefs and health. 
Table 6 
The Mean and Standard Deviation of t.he lOHighest and ]0 Lowest Ttems Included in 
the Comnrehensive Assessment Oiiestinnnaires fN=SQ1 
Items M SJ3 
Higher 
Q2. Reason for seeking care 5 75 59 
Q3. History of present illness 5 75 71 
Q54. Monitor vital signs 5 70 86 
Q4. Past Health 5 59 72 
Q1. Biographical data, such as age and sex 5.64 .80 
Q56. Measure weight 5 44 1 03 
Q42. Presence of palpitations 5 40 \ 05 
Q49. Difficulty to urinate 5 39 g7 
Q41. Presence of chest pain 5 33 i 04 
Q46. Bovvel habits 5 35 101 
Lower 
Q29. Living environment in relation to his/her health 3.05 1.41 
Q52. Perception of sex roles 2 99 1 98 
Q17. Family coping patterns 2 79 1 34 
Q35. Relationship between spiritual beliefs and health 2.74 1.48 
Q28. Leisure, relaxation activities and exercise 2.64 1.32 
Q33. Source ofstrength and hope 2.59 140 
Q53. Sexual health 2 39 1 54 
Q22. Relationship with friends and co-workers 2.33 1.30 
Q30. Surrounding neighborhood 2 23 1 2) 
Q51. Level ofsatisfaction with sexual and reproductive patterns 1.89 1.24 
and associated concerns 
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Nursing Records 
The ten items with the highest mean percentage in the checklist of nursing 
records and the items that were not included in the nursing records are presented in 
Table 7. The items with the highest mean percentage included 3 items about basic 
information, 7 items about biophysical (4 of these about physical examination that 
usually performed in the admission assessment) ranged from 98.20-100%. The items 
that were not included in the nursing records were from the biophysical, 
psychological, sociocultural and spiritual categories. The absence o f these items in the 
records means they had not been assessed. 
The items with a higher mean percentage of responses included 2 items about 
basic information and 8 items about the biophysical aspects of patients. The items 
about basic information included the biographical data and reason for seeking care. 
The biophysical items included data that had been obtained through interview and 
through physical examination. The items about data obtained through interview were 
past health, orientation state, the color and amount of sputum and the presence of 
dyspnea at rest or with exertion. The items about data obtained through physical 
examination were about vital signs and body weight monitoring, urine examination 
and the assessment of the level of consciousness by testing eye, verbal and motor 
response. In fact, 50% of the items with higher mean percentages of responses are the 




The Items with the Highest Mean Percentage Scores and Items nnt Included in the 
Checklists o fNurs ing Records 
^ ^ S M (%) 
Items with the highest scores “ 
Q1. Biographical data, 100.00 
Q2. Reason for seeking care 100.00 
Q4, Past Health 100.00 
Q54. Momtor vital signs 100.00 
Q56. Measure of weight 100 00 
Q74. Examine urine color, concentration, odor, and quantitv 100.00 
Q61. Assess level of consciousness (including eye, verbal, and motor response) 98.30 
Q38. Orientation state 98 20 
Q43. Sputum (color, amount) 98.20 
Q44. Presence of dyspnea at rest or vvith exertion 98.20 
Items not included in the nursing records 
Biophysical 
Q5 Stages ofgrowth and development in relation to his/her age 0 
Q50 Urethral discharge in male/ Vaginal discharge in female 0 
Q55 Measure of height 0 
Q59 Inspect for drainage, pain on manipulation 0 
Q65 Inspect for Jugular venous pressure，noting distention 0 
Q71 Palpatejoints for any swelling, stiffiiess and tenderness 0 
Psychological 
Q12 Self-esteem 0 
Q13 Bodyimage 0 
Q14 Losses, such as losses of family members and loss of job recently 0 
Q16 Ability or strategies in coping vvith stress/ illness 0 
Q51 Level of satisfaction with sexual and reproductive patterns and associated 0 
concerns 
Q52 Perception of sex roles 0 
Q53 Sexual health (menstrual hist017, methods of contraception or practice of 0 
breast/testes self examination) 
Sociocultural 
Q21 Effects of his/her illness on family processes, such the canng of 0 
his/her children 
Q29 Living environment in relation to his/her health, such as cleanliness and 0 
adequacy of space 
Q30 Surrounding neighborhood, such as pollution, parks and traffic 0 
Spiritual — 
Q33 Source of strength and hope 0 
Q34 Religious/Spiritual practices 0 
Q35 Relationship between spiritual beliefs and health 0 
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ln total, the 19 items that were not included in the nursing records were 6 
biophysical items (14% ofbiophysical items in the nursing record instrument) and 13 
psychosocial and spiritual items (46.4% of the psychosocial and spiritual items in the 
nursing record instrument). The 13 psychosocial and spiritual items included 7 
psychological items, 3 sociocultural items and 3 spiritual items. The 6 biophysical 
items were about growth and development, urinary and vaginal discharge (data 
obtained through interviewing), and body height, examination of ear for discharge and 
pain, palpation of jo in t s , examination of jugular venous pressure. The psychological 
items not included in the records were about self-esteem, body image, loss, strategies 
in coping with stress and questions about sexuality. The 3 sociocultural items were 
about the effect of illness on family processes, living environment and surrounding 
neighborhood. 
There were 7 common items when comparing the ten items with the lowest 
scores in the Comprehensive Assessment Questionnaire and the 19 items that were 
not included in the nursing records. These items are about living environment, 
surrounding neighborhood, spiritual and sexual aspects. 
Items with Higher and Lower Means in Each Category 
in Comprehensive Assessment Questionnaire 
The means of the top 5 items and the lowest 5 items of each category in the 
Comprehensive Assessment Questionnaire were compared except the categories of 
basic information and spiritual where all 3 items in these categories were included, as 
in Table 8. 
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Table 8 
Items with Higher and Lower Scores in Each Category in the Comprehensive 
Assessment Questionnaire fin descending order) 
Categories 
Items with the lowest mean M Items vvith the highest mean M 
Basic information 
Q2 Reason for seeking care 5.76 
Q3 History of present illness 5.75 
Q1 Biographical data 5.64 
Biophysical 
Q58 Test for decreased vision 3.42 Q54 Monitor vital signs 5.70 
Q59 Inspect ear for drainage, pain on Q4 Past Health 5.69 
manipulation 3.33 Q56 Measure weight 5.44 
Q63 Assess quantity, distribution, texture. Q49 Difficulty to urinate 5.40 
and color ofhair 3.12 Q42 Presence of palpitations 5.39 
Q60 Test for decreased hearing 3.19 
Q5 Stages of growth and development in 
relation to his/her age 3.17 
Psychological 
Q16 Ability or strategies in coping Qll Anxiety level 4.36 
with stress/ illness 3.29 Q15 Emotional patterns 4.25 
Q52 Perception ofsex roles 2.99 Q13 Body image 3.72 
Q17 Family coping patterns 2.79 Q14 Losses 3.58 
Q53 Sexual health 2.39 Q12 Self-esteem 3.54 
Q51 Level of satisfaction with sexual and 
reproductive patterns 1.89 
Sociocultural 
Q31 Health beliefs and practice 3.18 Q27 Personal habits, such as 
Q29 Living environment in relation to his/her alcohol and smoking 4.90 
health 3.05 Q24 Occupation and currentjob 4.57 
Q28 Leisure, relaxation activities and exercise 2.64 Q25 Financial concerns that have 
Q22 Relationship with friends and co-vvorkers 2.33 impact on health 4.44 
Q30 Surrounding neighborhood 2.23 Q18 Composition of family 3.92 
Q26 Effects ofhis/her current health 
status on work and finances 3.92 
Spiritual “ 
Q34 Religious/Spiritual practices 3.31 
Q35 Relationship between spiritual beliefs 
and health 2.74 
Q33 Source of strength and hope 2.59 
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ln the biophysical category, the items with the lowest mean were about growth 
and development and physical examination such as hearing and vision test and 
assessment of hair distribution and texture. The items with the highest mean in this 
category were about past health, routine examination (measuring of vital signs and 
body weight) and the data obtain through interview (such as the presence of 
palpitation and difficult in passing urine). 
In the psychological category, items with the lowest mean were strategies in 
coping with stress, family coping patterns and about sexuality. Items with the highest 
mean were about anxiety level, emotional pattern, body image, loss and self-esteem. 
For sociocultural, the items with the lowest means were about the client's relationship 
with friends, recreational activities, living environment, surrounding neighborhood 
and health beliefs and practice. The items with the highest mean were about personal 
habits, occupation, effect ofhealth to work and composition of family. 
Differences in the Total and Category Assessment Mean Scores 
Comprehensive Assessment Questionnaire 
Pgmographic Data 
Kruskal-Wallis one-way analysis of variance by ranks was used to determine if 
there were significant differences in the total scores and the mean scores of the five 
categories in the comprehensive assessment questionnaire among different groups 
such as age, education level, years of experience and year of graduation as in 
Appendix IX. There were no significant differences in the total score and the mean of 
5 categories among different demographic groups except the total score among groups 
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with different years ofexperience as shown in Table 9. 
Table 9 
Difference in the Total Score and the Mean Score of the 5 Categories in the 
romprehensive Assessment Questionnaire among Groups with Different Years of 
Rxperience by Kruskal-Wallis Test 
Mean Rank H Pairs for Companson Multiple Comparison for the 
Kruskal-Wallis ANOVA 
Total score 
<=2 years 39.53 6.07* <=2 and 3-4 years l5.37^ 
3-4 years 51.83 3-4 and >=5 16.05^ 
>=5 years 36.35 <=2 and >=5 15.53^ 
Basic information 
















<=2 — 44.02 4.27 
3-4 51.79 
>=5 37.77 
* P < . 0 5 � ^value calculated at 0.05 level o f s igni l l cance 
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Further analyses were conducted using multiple comparison for the Kruskal-
Wallis ANOVA for those variables where significant differences had been found, to 
determine which pairs of the experience groups were statistically significant (Portney 
& Watkins, 1993). As differences between the mean ranks of the two groups for all 
comparisons were less than the minimum significant difference, no significant 
differences were considered between the pairwise comparisons (Portney & Watkins， 
1993). Hence there were no significant difference between the three pairs of 
experience groups. 
Hospital and Ward 
Mann Whitney U test was used to determine the differences between the type of 
wards (medical, surgical) and different hospitals (hospital A, hospital B) for the total 
score and the mean score of the five categories in the comprehensive assessment 
questionnaire. There were no significant differences between the type of wards across 
hospitals but there were significant differences between different hospitals (Appendix 
X). The results for the hospitals are shown in Table 10. There were significant 
differences between the two different hospitals for the mean scores in the basic 
information category (z=-2.96, p< .01), biophysical category (z=-2.68, p< .05) and the 
total score (z=-2.05, p< .05). Hospital A had a higher number of items assessed in 
these 3 categories than hospital B, but there were no significant differences in the 
mean scores for the psychological, sociocultural and spiritual categories between the 
two different hospitals. 
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Table 10 
Difference in the Total Score and the Mean Score for the 5 Categories in the 
Comprehensive Assessment Questionnaire between Two Different Hospitals bv 
Mann-Whitney U Test 
Categories Mean Rank z 
Total score 
Hospital A 48.65 -2.05* 
Hospital B 37.66 
Basic information 
Hospital A 52.38 -2.96** 
Hospital B 39.75 
Biophysical 
Hospital A 53.69 -2.68** 
Hospital B 38.82 
Psychological 
Hospital A 45.53 - .16 
Hospital B 44.63 
Sociocultural 
Hospital A 49.72 -1.45 
Hospital B 41.64 
Spiritual 
Hospital A 43.47 - . 3 2 
Hospital B 45.25 
*p< .05; **p< .01 
Nursing Records 
Furthermore, the differences between the category scores and the total scores in 
the checklists of nursing records between the two hospitals were analyzed by using 
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Mann-Whitney U test as shown in Table 11. The aim was to determine whether the 
differences in the variables were hospital dependent. There were significant 
differences between the two hospitals on the basic information category (z=-7.42, 
p< .01), physical examination category (z=-2.52, p< .05) and the mean percentage of 
the total score (z=-1.97, p< .05). But there were no statistically significant differences 
in the other categories. For the mean percent of all items in the basic information 
category, 100% were included in hospital A whilst 67% were included in hospital B. 
For the mean percent of all items in the biophysical category, 66% were included in 
hospital A whilst 59% were included in hospital B. For the mean percent of all items 
in the physical examination subcategory, 50% were included in hospital A whilst 38% 
were included in hospital B. For the mean percent of the total score, 51.4% of items 
were included in hospital A whilst 45.9% of i tems were included in hospital B. 
Table 11 
Difference in the Means in the Checklist of Nursing Records het,ween the Two 
Different Hospitals by Mann-Whitney U Test 
Hospital A ( n = i ^ Hospital B (n-30^ z 
M (o/o) SD M (o/o) sn 
Basic information 100.00 0 67^00 0 -7.42** 
Biophysical 66.00 0.15 59.00 0.06 -1.86 
Psychological 18.00 0.06 20.00 0 -1.50 
Sociocultural 33.00 0.16 30.00 0.04 - .59 
Spiritual “ 0 0 0 0 0 
Sexuality 0 0 0 0 0 
Physical examination 50.00 0.21 38.00 0.09 -2.52* 
Total score 51.40 11.97 45.90 4.25 -1.97* 
*p< .05; **p< .01 
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Factors Affecting the Implementation of Comprehensive Nursing Assessment 
During the interview, 12 interviewees were requested to indicate the extent to 
which nurses could perform comprehensive nursing assessment when caring for 
patients who were staying on their wards using a Likert rating scale ranging from 1 
(Low) to 10 (High). The results indicated that the mean of the extent of performing 
comprehensive nursing assessment was 5.75 (SD=0.92). After nurses had indicated 
the rating, they were asked to list the reasons for nurses being able to perform nursing 
assessment to the extent given and give brief reasons. The findings are summarized as 
in Table 12. 
Table 12 
Frequency Distribution of the Listed Reasons by the Interviewee fN=12^ 
Factors Frequency Percent 
1. Heavy workload 12 100 
2. Lack o fknowledge and experience 11 91.70 
3. Inadequacy of the assessment form 7 58.30 
4. No religious belief 5 41.70 
5. Acute nature of disease 3 25.00 
6. Embarrassed to discuss about the sexual issue 3 25.00 
- Heavy Workload 
One hundred percent of the respondents stated that heavy workload was one of 
the factor affecting the implementation of comprehensive nursing assessment. Some 
o f t h e registered nurses needed to take care of a team of over 20 patients. In a shift 
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duty, over 6 to 10 patients were admitted and discharged by a team. One nurse stated 
that they could not perform the ‘ideal’ comprehensive nursing assessment because 
they had not even finished the daily routine. Two nurses complained that they were 
required to take the role as in-charge, mentor for the student nurses and supervisor for 
the health care assistants in addition to the role as team leader. One nurse mentioned 
that nurses were also responsible for the clerical work such as inputting the data into 
the computer and booking for patient's follow up and endoscopy date after the ward 
clerk was off duty. Two nurses stated, "To implement comprehensive nursing 
assessment I was more than willing but lacking power". One nurse said that the 
admission interview was performed in the form of question and answer, with yes/no 
responses being expected so that the nurse could assess the next case. 
Due to the heavy workload, one nurse said that sometimes nurses were called 
to do other things such as answering phone call even when they were admitting a 
suicide case. One nurse said that he/she might spend over an hour to admit six cases if 
each admission took 15 minutes to complete. Three nurses stated that to perform 
comprehensive nursing assessment was time-consuming, it took an hour to assess one 
case. 
Lack ofKnowledgg and B?^perience 
Over 90% mentioned lack of knowledge and experience as one of the factors 
affecting the implementation of comprehensive nursing assessment. Of which, 7 
nurses (63.6%) stated that they had a lack of knowledge relating to psychosocial, 
spiritual, physical examination and sexual assessment. Two nurses (18%) stated that 
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they had a lack of skills apart from knowledge. They learnt to auscultate bowel sound 
by means of listening to the cassette tape only without any practice when they were 
studying in the nursing school. Two nurses (18%) mentioned that they rarely practised 
the skills in clinical wards even though they had the knowledge of comprehensive 
nursing assessment. Two nurses stated that they assessed the client's psychological 
state by means of "looking at" the patient only and said that it was difficult to 
understand their feelings unless patients told nurses. Two nurses stated that they learnt 
to auscultate the lung sounds from doctors after they became staff. 
Inadequacy of the Assessment Form 
Seven nurses (58.3%) stated that the assessment form in their ward was 
inadequate to be claimed as a comprehensive assessment form. The contents of the 
form focussed on physical aspects but the psychosocial, spiritual aspects and physical 
examination were not sufficient. Only one item related to the religious beliefs was 
provided in the assessment form. For psychological aspects, there was only one item 
about patient's psychological state. In that item, nurses were required to choose an 
appropriate word which described the patient's psychological state such as: stable, 
irritable, anxious and apathetic. For social aspects, nurses found that there were no 
items in the assessment form concerning who cared for the patient with only one item 
about whom the patient lived with. 
No Religiou:>Belief 
Five nurses (41.7%) stated that they rarely discussed with patient about spiritual 
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needs because they did not have religious beliefs. But they would ask one question 
about patient's spiritual needs that was in the form, that is "do you have any religious 
beliefs". 
The Acute Nature nf the. ni^^f|<^P 
Three nurses (25%) stated that they would not be concerned about the patient's 
psychosocial and spiritual needs if the patient was admitted because of abdominal 
pain. 
Embarrassed to Discuss about the .Sevii^i 1^ ,^ 11^  
Three nurses (25%) felt embarrassed to assess patient in this aspect. One nurse 
stated a lot of reasons for not assessing patients in this aspect such as opposite sex, 
age gap, Chinese culture, and the patient felt that nurses might not understand and 
n u r ^ s had not got married. Another nurse justified not assessing patients in this 
aspect because most patients admitted were old aged and most nurses expected that 
patients already had no sexual life. 
Suggested Interventions to Enable Nurses to Perform 
Comprehensive Nursing Assessment 
Interviewees were asked to list interventions that could be done to enable nurses 
to carry out comprehensive nursing assessment and then to explain this and give 
reasons. The findings are summarized as in Table 13. 
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Table 13 
Frequency Distribution of the Listed Interventions by the Interviewee (N=12) 
Interventions Frequency Percent 
1. Decrease workload 12 100 
2. Enhance knowledge and skills 11 91.70 
3. Devise a comprehensive nursing assessment form 7 58.30 
4. Initiate change towards comprehensive nursing assessment 4 33.30 
5. Others: 
5.1 Implement patient allocation nursing system 1 8.30 
5.2 Enhance nurses' autonomy 1 8.30 
5.3 Nurses' to be enthusiastic in their job 1 8.30 
To Decrease Worklnad 
Twelve nurses (100%) stressed the need to reduce the workload by means of 
increasing the manpower. 
To Enhance the Knowledge and Skills 
Eleven nurses (91.7%) suggested that training courses about comprehensive 
nursing assessment should be organized by the Central Nursing Division of the 
hospital or Institution of Advanced Nursing Studies (IANS). One nurse stated that 
case conference should be held regularly to share the experience of comprehensive 
nursing assessment. Two nurses stressed the importance of practice in the acquisition 
of skills. One nurse mentioned that the medical model of the curriculum should be 
abolished in order that the implementation of comprehensive nursing assessment was 
successful. Three nurses were concerned about the extent to which they should 
perform comprehensive assessment so as to be able to claim as competence. Two 
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nurses felt that there was an overlap with the doctor's assessment. 
To Revise the Comprehensive Nursing Assessment Form 
Seven nurses (58.3%) suggested that the assessment form should be revised so 
that the form indicates what standard they were required to achieve. 
To Initiate the Change 
Four nurses (33.3%) suggested that the change towards comprehensive nursing 
assessment should be initiated. Three nurses suggested that the change should be 
introduced by the upper level of management. Another nurse stated that the success of 
implementation of comprehensive nursing assessment should be influenced by peer 
pressure. The reason was that other nurses would perform comprehensive nursing 
assessment if some nurses had started to perform such assessments. That is, no one 
else would perform nursing assessment if no one had started to perform it. 
Qther Interventions 
One nurse suggested the system of patient allocation should be applied instead 
of team nursing. Thus nurses could assess patient's needs more comprehensively 
because nowadays the interaction between patient and nurse was reduced due to the 
delegation of some of the nursing tasks to the health care assistant. One nurse stated 
that nurse's autonomy should be increased in order to implement comprehensive 
nursing assessment successfblly. The remaining nurses mentioned that nurses should 
be more enthusiastic in their job rather than focusing on finishing the tasks only and 
69 




DISCUSSION & CONCLUSION 
The main finding of this study indicates that comprehensive nursing assessment 
as reported by nurses was performed at moderate level. In addition, the level of 
documented assessment data suggests that there was a low level of assessment 
documented. Both self-reports by nurses and records of assessment indicate a greater 
emphasis on biophysical assessment in comparison to psychosocial and spiritual 
assessment. No differences were found in the nurses' reports and the records of 
assessment according to age, education level, years of experience, year of graduation 
and type of ward. But difference was found between two hospitals. 
The following discussion will examine the performance of comprehensive 
nursing assessment, the focus of the assessment within each component of nursing 
assessment and the factors that affect the implementation of comprehensive 
assessment. 
The Performance of Comprehensive Nursing Assessment 
The emphasis of biophysical assessment in comparison to psychosocial and 
spiritual assessment will be discussed. Furthermore, the difference in the performance 
of comprehensive nursing assessment according to the years of experience and 
different hospitals will also be discussed. The findings about the emphasis on the 
components in the nursing assessment are consistent with the studies by Morrison 
(1989), Davis et al. (1994), Bennett (1996) and Milner & Collins (1992) who found 
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that physical assessment was emphasized in comparison to psychosocial assessment. 
The study by Morrison (1989) examined the content of nursing assessment 
during nursing assessment rounds in medical and surgical units. The findings showed 
that nearly two-thirds of the questions were related to survival needs and most of the 
questions asked were about fluids, nutrition and elimination. Only one percent related 
to psychosexual needs and about one-third of the questions were related to autonomy, 
choice and pain (Morrison, 1989). The study by Davis et al. (1994) evaluated the 
effectiveness of the nursing document as a record of the nursing process. The findings 
indicated that nearly half of the biological categories, half of the psychological 
categories and one-third of the social categories were poorly documented. When 
comparing the findings of the current study to that of Davis et al. (1994), the 
performance ofbiophysical assessment in this study was better because only 38% of 
the biophysical categories had been poorly documented. When comparing the 
psychosocial categories, the performance of assessment in this study was poorer than 
that by Davis et al. (1994). 
The study by Bennett (1996) investigated how nurses perceived the problem of 
depression in stroke survivors and how nurses handled the situation. The findings 
showed that nearly two-thirds of nurses did not attempt to do the psychological 
assessment and it was found that patient's physical care was emphasized. Another 
study by Milner & Collins (1992) evaluated the effectiveness of an assessment tool in 
clinical practice. Ninety-eight percent of the student nurses found that the assessment 
form inadequately addressed the psychosocial needs of the patients and family 
members in comparison to physiological needs. 
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The low level of performance of the spiritual assessment found in this study 
was also consistent with the study done by Ross (l996a). The findings showed that 
one-third of nurses defmed spiritual needs as the need for belief and over half felt 
personally unable to respond to patients' spiritual needs (Ross, 1996a). 
The emphasis on biophysical assessment in comparison to the psychosocial and 
spiritual assessment is not consistent with the idea of comprehensive nursing 
assessment. Comprehensive nursing assessment should include components of 
biological, psychological, sociocultural and spiritual assessment (Dossey et al., 1988; 
Hinchliff et al., 1989; Doenges & Moorhouse, 1992). Nurses tended to overlook and 
skip the psychosocial assessment because they had never routinely assessed patients 
in this aspect (Fuller & Schaller-Ayers, 1994). The focus on the assessment of a 
particular aspect such as biophysical assessment is likely to lead to the collection of 
incomplete data which may result in making wrong nursing diagnosis for the patient. 
Thus the quality of patient care will be affected. 
In this study, the great variation in the nurses' reports of physical examination, 
psychosocial and spiritual in comparison to that ofbiophysical and basic information 
indicated that some nurses had included the former concepts in their daily assessment 
while other nurses had included little. This reflects that the use of physical 
examination, psychosocial and spiritual assessment by nurses in clinical areas still 
varies. 
No difference was found in the level of performance of comprehensive nursing 
assessment according to the nurses' age, education level, years of experience, year of 
graduation and the different types of wards across hospitals. But differences were 
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found in the extent of comprehensive nursing assessment and the assessment of basic 
information and biophysical information according to the two different hospitals. This 
indicated that nurses in hospital A included more items in their assessment relating to 
the basic and biophysical assessment than those ofhospital B. The reason may be that 
the number of items about these areas included in the assessment form of hospital A 
are more than that of hospital B and nurses usually follow the contents of the 
assessment form to perform the assessment especially the initial assessment. Hence 
the difference in the performance of comprehensive nursing assessment corresponded 
to the difference in the items included in the assessment form between the two 
hospitals. 
The Focus of the Assessment within Each Component 
ofNursing Assessment 
Although the overall level of performance of comprehensive nursing assessment 
was at a moderate level, some areas within each component of nursing assessment 
were emphasized in comparison to others. Each of these components, that is 
biophysical, psychological, sociocultural and spiritual assessment will be discussed. 
Since the skill of physical examination is also an important method in collecting the 
biophysical data, both the process and content of assessment will be discussed. 
Biophvsical Assessment 
Within the different components of comprehensive assessment, biophysical 
assessment was the area that was performed to a greater extent. However, some 
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aspects were assessed to a lesser extent than others. 
The use of the interviewing method to obtain biophysical data was higher than 
the use of physical examination and the use of inspection (such as inspection of the 
eyes and skin) was higher than the use of palpation such as abdominal palpation and 
auscultation for breath sounds. These findings are consistent with the study by Wong 
et al. (1995) which found that the incorporation of health assessment into nurses' 
routine was higher in percentage for interviewing and inspection in comparison with 
palpation and auscultation. 
It may be that the use of interviewing and inspection method to obtain data is 
much easier and faster than by mean of physical examination because most of the 
patients and their family members are willing to provide nurses with the required 
information. But the use of palpation and auscultation to obtain data demands 
knowledge and skills to perform. In addition, data obtained through palpation and 
auscultation are not expected in the nurses' reports. Moreover nurses may perceive 
that to obtain data through interviewing and inspection in addition to the palpation 
and auscultation is time-consuming. Hence the use of palpation and auscultation is 
less in their usual practice. 
Furthermore the level of performance of routine physical examination such as 
monitoring vital signs, body weight and urine testing is higher than the technical 
physical examination such as the vision and hear testing. This is consistent with the 
study by Sony (1992) which found that the nurse graduates never used physical 
examination skills such as far-vision testing and hearing acuity. It may be that the data 
obtained from the routine physical examination are necessary for the initial 
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assessment. But the use of higher technical physical examination to obtain data is not 
expected in the wards. Furthermore, no such items are included in the assessment 
form. 
Within the assessment through the interviewing method, the assessment about 
stages of growth and development had been reported as less frequently performed. 
This reflects that the effect of growth and development on health was not emphasized 
by nurses. Nurses recognize importance of growth and development for children but 
may not appreciate the importance of changes in development through all life 
transitions (Quinlan, 1988). In fact, growth and development are continuous and 
changes over the life span (Polan, 1995) and are closely related to disease. For 
example, patients suffering from inflammatory bowel disease can have their growth 
and development affected and hence their psychosocial health may also be influenced 
(Giese & Terrell, 1996). 
Psychological Assessment 
The performance of psychological assessment was to a lesser extent in 
comparison to the biophysical assessment. Within the areas of psychological 
assessment, the assessment of anxiety level, emotional patterns, body image, loss, and 
self-esteem were performed to a greater extent than the assessment of coping patterns 
and sexuality. These results are similar to the study by Bennett (1996) which showed 
that nearly two-thirds of nurses did not attempt to do the psychological assessment 
and those who did undertake psychological assessment found that it was difficult to 
perform. 
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The reason for the performance of psychological assessment being at a lesser 
extent may be that only one item about psychological assessment had been included 
in the assessment form of the study hospitals. These findings are consistent with the 
study by Milner & Collins (1992) which found that the assessment form inadequately 
addressed the psychosocial needs of the patients and family members. The reason for 
the assessment of coping strategies being to a lesser extent in comparison to the other 
psychological reactions may be that nurses have more confidence in the assessment of 
anxiety, self-esteem, body image and loss in comparison to the assessment of coping. 
Another reason may be that the assessment of anxiety, self-esteem, body image and 
loss has been addressed to some extent in the nursing school curriculum while the 
assessment of coping has received minimal attention. 
The low extent of use assessment of coping in the assessment may be due to 
their failure to understand that disease may threaten the patients' and their family 
members' psychological integrity. Effective and appropriate coping strategies require 
the assessment of the individuals' and their family members' past coping strategy so 
as to enhance and mobilize their resources or strengths fNoIan, Keady & Grant, 1995; 
Coyne, 1997). Thus patients can overcome their psychological problems and can have 
better adjustment to the disease and face the future with hope (Richards, 1997; White, 
1998). It may be that only when nurses learn the importance of coping strategies that 
they will appreciate the importance ofincluding coping strategies in their assessment. 
Since sexuality is also a part of the whole person (Perry & Potter, 1998), nurses 
should also reflect this part in their nursing assessment. But, the level of performance 
of sexual assessment was found to be low in this study. This is consistent with the 
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study by Lewis & Bor (1994) which showed that nurses rarely or never included 
questions about sexuality during the admission interview and half of nurses reported 
feeling embarrassed when discussing sexuality with patients. This may be due to 
nurses' lack of knowledge and attitude in assessing patient's needs in this aspect 
because sexuality issue is still a taboo in the society just like the subject of dying and 
bereavement (Ooijen, 1996). Furthermore the low level of assessing patient's sexual 
needs may be due to nurses not being aware of the significant reciprocal relationship 
between the patient's sexuality and diseases such as myocardial infarction. 
Hence nurses give many excuses and explanations such as the age gap and sex 
difference between nurses and patients. One nurse indicated that old aged people had 
no sexual needs. This suggested that nurses lacked knowledge, skills and 
competencies in assessing patient's sexuality needs. This is consistent with the studies 
by Lewis & Bor (1994) and Attree, Button & Coode (1994) who found that there was 
a need to enhance nurses' knowledge and skills in this aspect through education. 
Sociocultural Assessment 
Within the areas of sociocultural assessment, the assessment of personal 
information was performed to a greater extent than the assessment of the patient's 
interaction with others, patient's context and health beliefs. The higher extent of 
assessment of patient's personal information may be because this information is more 
readily available and easier to ask patients. In addition, it may be that nurses tend to 
collect data for those aspects about which they feel competent to assist the patient. For 
example, education could be given to patients if bad eating habits were found and 
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financial problems could be managed by referring to medical social worker. 
Furthermore nurses are concerned about the presence of family members because this 
information is perceived as important in the completion of the admission and 
discharge procedures. 
The extent of assessment of patient's interaction with others, the patients' 
context and health beliefs was low. It may be because these items were about the 
patient's social support system (such as relationship with family members, friends and 
co-workers); stress relieving strategies (such as leisure and relaxation activities), 
social resources (such as surrounding neighborhood, living environment) and health 
beliefs. Nurses may think that to explore the patient's health beliefs is time-
consuming. In addition, nurses may think that the collection of data relating to the 
relationship between patients and their friends and relatives may not be relevant to 
patient care. Furthermore the assessment of patient's stress relieving strategies, social 
resources and health beliefs are not expected in the shift report because nurses are 
more concerned about the patient's physical problems and their discharge issues. 
Another reason for the low extent of assessment of the patients' social support 
system, stress relieving strategies and social resources may be the nurses' failure to 
understand that such resources are important for patients to overcome the disease and 
prevent them from getting illness again (Bolander, 1994; Hartick, Lindsey & Hills， 
1994). The social support system can provide patient support in the time ofanxie ty or 
crises (Morton, 1993) and enable the patient to cope with the disease and live 
positively (Ryan, 1996; Bryla, 1996). Furthermore nurses may also fail to understand 
the importance of assessing the patient's health beliefs and practice. In fact, 
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understanding these can help in gaining the patient's compliance with the health 
teaching programs (Stewart, 1994). Therefore only when nurses learn the importance 
of assessing patient's social support system, stress management, social resources and 
health beliefs will they appreciate the importance of including such areas in their 
assessment. 
Spiritual Assessment 
The low level of performance of spiritual assessment in comparison to the 
biophysical and psychosocial assessment indicated that the spiritual needs of the 
hospitalized patients were not emphasized and were neglected. In fact, nurses have an 
ethical obligation to recognize patients spiritual needs if the holistic concept of a 
person was considered (Wright, 1998). Failure to recognize the patient's spiritual 
needs may violate the beneficence principle of ethics (Wright, 1998) because nurses 
have the duty to do good to patients and enable him/her to achieve holistic care. 
The low extent of performing spiritual assessment may be due to nurses' failure 
to understand that sound spiritual assessment is necessary for sound spiritual 
intervention (Highfield, 1997) and human spiritual dimension is one of the major 
healing force (Dossey et al., 1988). Nurses may not appreciate that patients are facing 
the threat of imminent death, pain and suffering when they are suffered from acute 
illness (McGilloway & Myco, 1985). Nurses play a key role in helping patients to find 
hope and meaning of life (Wright, 1998). Thus spiritual assessment should be 
included in the initial assessment (Berggren-Thomas & Griggs, 1995). Hence the 
implicit nature of spirituality could be made explicit so that patient's spiritual 
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problems could be solved. 
It may be that nurses rarely discussed spiritual issues with patients because they 
themselves did not have religious beliefs. This is consistent with the study by 
Harrison & Burnard (1993) which showed that nurses would not prioritize religion in 
the patient's life if they themselves did not prioritize this in their life (Harrington, 
1995). This reflects nurses misunderstanding over the content of spiritual assessment 
because they consider spiritual assessment as the assessment of patient's religious 
beliefs. 
Furthermore areas relating to patient's spiritual needs were not included in the 
assessment forms of the study hospitals. This indicates that the hospital does not see 
spiritual needs as important. With nurses' minimal knowledge and skills about 
spiritual assessment and the lack of emphasis of this area on assessment forms, it is 
likely that nurses may perceive that it is more important to fulfill patient's physical 
needs compared to spiritual needs (Harrison & Burnard, 1993). Moreover, the 
contents of spiritual assessment may be abstract such as about patient's source of 
strength and hope and not clearly delineated or defined so nurses may find it difficult 
to assess. Furthermore the findings in spiritual assessment may stimulate patients to 
ask many questions about life to which there are no specific answers and thus it is 
easier for nurses to ask less in order to prevent being vulnerable (Morrison, 1989). 
Factors Affecting the Implementation of Comprehensive Nursing Assessment 
There were four main factors identified by the interviewees that affected the 
implementation of comprehensive nursing assessment. They were heavy workload, 
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lack of knowledge and skills, lack of clarity about the extent to which nurses are 
expected to perform the assessment and the acute nature of the disease. The first two 
factors were stated by 90-100% of the subjects during the interview. 
Heavy Workload 
The insufficiency of nursing manpower and the demand of different roles on 
nurses may affect the implementation of comprehensive nursing assessment. In Hong 
Kong, one o f t h e major factors affecting the heavy workload is the shortage of nurses 
(Association o f H o n g Kong Nursing Staff，1997). Hong Kong has a population of six 
million and this number is growing due to the approval o f H o n g Kong government to 
allow a certain quota of people from Mainland China immigrating to Hong Kong. The 
number of registered nurses and enrolled nurses is around 17,000 (Reid, 1994). ln 
addition, the Hospital Authority stated that there was a shortage of 580 nurses in 9 
acute hospitals according to one of the publications in the Association o f H o n g Kong 
Nursing Staff (1997). Hospitals were overcrowded and it was common for 52-bed 
wards to be holding up to 70 patients as stated by one general manager of an acute 
hospital (Reid, 1994). Hence, heavy workload may be a factor that affects the 
implementation of comprehensive nursing assessment. In this study, some nurses were 
required to take care of over 20 patients per shift and the admission and discharge rate 
was high. These findings are consistent with the study by Porter & Ryan (1996) that 
nurses are under considerable pressure of time. Therefore some nurses may feel that 
they have a lack of time to perform the comprehensive nursing assessment. 
Apart from the heavy workload, nurses also stated that they were required to 
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take concurrent and different roles such as acting in-charge, mentor for student nurses 
and as a supervisor for the Health Care Assistant (HCA) as well as a team leader. In 
addition, they are responsible for the clerical work when the ward clerk is off duty 
after 5 pm. This reflects the insufficiency of nursing manpower and the great demand 
on nurses (Cody & Squire, 1998) because nurses need to take these different and 
concurrent roles. Although the introduction of HCAs can reduce nurses' workload, a 
study by Chang, Lam & Lam (1998) which proposed that the adoption o f H C A s could 
increase the work of nurses in the delegation and supervision o f H C A s . 
The pressure of workload may affect the quantity and the quality of nursing 
assessment. One nurse in this study stated that she "could not perform the 'ideal ' 
comprehensive nursing assessment because she had not even finished the daily 
routine". Thus nurses may be cautious about the amount of time spent undertaking 
nursing assessment. Nurses may reduce the content of assessment to the parts which 
they have more confidence to perform and which are comparatively less time-
consuming. Therefore the focus is often on the physical aspect of nursing assessment 
(Cody & Squire，1998) instead of the psychosocial and spiritual aspects. 
Lack o fKnowledge and Skills 
Lack of knowledge and skills are related to the insufficiency of educational 
input and the existence of the theory and practice gap. Over 90% of the nurses 
interviewed mentioned that they lacked the knowledge and skills to perform the 
comprehensive nursing assessment. This was consistent with the study by Reaby 
(1990) which found that the extent of practice of comprehensive nursing assessment 
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by nurses was limited and those skills were not included in the curriculum. In another 
study by Wong et al. (1995), 76% of nurses felt that a lack of knowledge and training 
in comprehensive health assessment was their barrier to practice these skills. 
Although some nurses might have the knowledge of physical assessment, they 
may lack the skills. Some nurses indicated that they learned the bowel sounds by 
means of listening to the cassette tape without any actual practice on people. In 
addition, 18% of nurses mentioned that they rarely practised the skills in clinical 
wards even though they had the knowledge and skills of comprehensive nursing 
assessment. This reflects the gap that exists between theory and practice. This is 
consistent with the study by Attree et al. (1994) in which student nurses commented 
that "ward nurses do not always do things the way we (student nurse) learn in the 
university" and "the proper format is rarely used by my ward" (p.377). The reason 
may be that ward nurses were not equipped with the required knowledge and skills to 
perform physical examination or the knowledge and skills that have been learnt in 
schools could not be transferred to the ward practice. 
Nurses in this study assessed patient's psychological state by means of" looking 
at" the patient only and said that "it was difficult to understand their feelings unless 
the patients told nurses". This is consistent with the study by Bennett (1996) which 
found that nurses lacked the skills in psychological assessment and the assessment 
was based on observing patient's appearance only. Patient needs were recognized 
through non-verbal means of communication only (Ross, 1996a). This reflects that a 
systematic and thorough way of assessing patients in this aspect was lacking. 
All of the above indicate that the factors affecting nurses' performance of 
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comprehensive nursing assessment may be due to the lack of knowledge, skills and 
attitude and the gap between theory and practice. This may explain why nurses lack 
confidence in performing some of the components of the comprehensive nursing 
assessment such as the psychosocial and spiritual assessment. 
I ^r.k nfr , lari tv ahout the Extensiveness ofNurs ing Assessment 
The assessment form used in a hospital and the overlap in data collection 
between health professionals and nurses are the main factors influencing nurses' 
understanding about the expected standard ofassessment. 
Nearly 60% of the interviewees indicated that the assessment form was 
inadequate for guiding them to perform comprehensive nursing assessment. The form 
focused on physiological assessment compared with psychosocial and spiritual 
assessment. There was only one item related to the assessment of client's 
psychological state and religious beliefs. These findings are consistent with the 
studies by Bennett (1996), Ross (1995), Harrison & Burnard (1993) and Berggren-
Thomas & Griggs (1995) who also found that the psychological and spiritual 
questions were inadequate in the assessment form. For spiritual assessment, studies 
indicated that no structured format for spiritual assessment was used (Ross, 1995; 
Harrison & Burnard, 1993) and it was recommended that spiritual assessment should 
be included in the initial assessment (Berggren-Thomas & Griggs, 1995). 
The assessment form used by the two study hospitals seemed inadequate to 
enable nurses to collect comprehensive data relating to patient. But, on the other hand, 
to perform comprehensive nursing assessment is one of the core competency 
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behaviours for registered nurses in Hong Kong and is a standard that nurses are 
required to achieve (Hospital Authority, 1997). 
At the same time, nurses are also concerned about the overlap in the physical 
examination between doctors and nurses. This is evident by the finding in a study by 
Brown, Brown & Bayer (1987) which showed that 67% of nurses did not use physical 
examination skills relating to ENT and 90% or more did not use physical examination 
skills for palpation of thyroid. This indicates that some of the physical examination 
may not be perceived by nurses as their responsibility or nurses do not have the 
related knowledge and skills. Therefore nurses were not clear about the extent to 
which they should perform the nursing assessment so as to become competent in 
nursing assessment. Nearly 60% of nurses expected that the assessment form could 
provide them with a standard or guidance. This finding is consistent with the study by 
Attree et al. (1994) which found that nurses wanted to know how much depth they 
were required to perform and what information was to be included. 
The Nature of the Disease 
The acute nature of the disease and the advanced medical technology may 
affect the implementation of comprehensive nursing assessment. Twenty-five percent 
of nurses mentioned that they would not be concerned about patients' psychosocial 
and spiritual needs if the patient was admitted for an acute condition such as 
abdominal pain. This is consistent with the study by Harrington (1995) which showed 
that nurses are focussed on cure in acute care settings where the focus tends to be on 
diseases rather than on people. In fact, acutely ill patients have also spiritual needs to 
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search for meaning in pain and sufferings. But nurses are preoccupied with the 
technical aspects of care such Patient controlled analgesia (PCA) machine and find 
that this prevents them from assessing patient's other health needs (McGilloway & 
Myco, 1985;Harrison&Burnard, 1993). 
In acute medical and surgical wards, Latimer (1998) found that nurses were 
mainly concerned with patient's physical/medical needs and the psychosocial and 
spiritual needs of patients were neglected. The atmosphere in the acute settings seems 
focussing on ‘high tech，rather than on ‘high touch, (McGilloway & Myco, 1985). 
Materialistic and tangible things are emphasized and the clinical world is dominated 
by the expectation of immediate results (McSherry & Draper, 1997). It is not 
uncommon that nurses are busy copying the readings from the bedside monitors, 
respirator, Dinamap and oximeter without assessing the patients' or relatives' 
psychosocial and spiritual needs. Technology seems to have an alienating effect on the 
nurse-patient process (Bernardo, 1998). Such alienation should be controlled by 
means of placing more stress on the holistic concept of a person (McGilloway & 
Myco, 1985). The 'cold' assessment data obtained from the high technology should 
be compensated by the 'warm' assessment data obtained through the psychosocial and 
spiritual assessment. 
Limitations 
A limitation of this study was the small sample size and the two hospitals were 
conveniently selected. Thus the generalizability to other acute hospitals in Hong Kong 
is low. The sample size for interview was also small and the sample was purposively 
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selected. Moreover the number of interviewees from medical units was greater than 
from surgical units. However the findings from questionnaire, interview and 
checklists of nursing records were congruent. The overall conclusion is that the 
assessment of the physical aspect was the focus compared with the psychosocial and 
spiritual assessment. 
A second limitation of this study was that only the educators were chosen as 
experts for the face validity of the instrument. Although their opinions are valuable, 
the instrument may be critiqued as not suitable for the assessment of patients in acute 
medical and surgical units. The reason is that the term 'comprehensive' is broad and 
the contents to be included in the assessment may be arguable. Thus it would have 
been better to involve experts from both clinical and education to decide the validity 
of the instrument. Furthermore the instrument had not been used before and thus 
requires further use to ensure validity and reliability. 
A third limitation is on the review of nursing records. In this study, only the 
initial nursing assessment was reviewed but not the records of continuous assessment. 
The reason for not reviewing the records of continuous assessment was that such 
assessment was in written form instead of checklist and difficulties may arise for the 
interpretation of the contents of the continuous assessment. Sometimes it was difficult 
to decide whether the assessment data belonged to the psychological or spiritual 
assessment, for example for written data of “ patient crying". However the study 
would have been more complete if continuous assessment had also been included. 
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Implications for Practice 
The findings indicate that nurses were not assessing patients comprehensively. 
The emphasis was on physiological assessment in comparison to psychosocial and 
spiritual assessment. Not using comprehensive assessment is likely to have direct 
implications on nursing practice. It also has implications on nursing management and 
nursing education. 
Nursing Practice 
Patients were not assessed comprehensively and their problems may not be 
identified. Thus appropriate care plan for the patient may not be devised. The 
patients' recovery may therefore be delayed and their length of stay in hospital will be 
increased. This may cause further implications on the issue of cost-effectiveness in 
the use of resources because of the extension ofhospitalization. 
The emphasis on physiological assessment in comparison to the psychosocial 
and spiritual assessment may be against the philosophy of nursing. Nursing perceives 
that man is a unique being comprised of physiological, psychosocial and spiritual 
aspects. The emphasis on physiological assessment would narrow the domain of 
nursing and nursing knowledge (Williams, 1996). This may reverse the course of 
professionalization and the advancement of nursing. 
The focus of nursing assessment on physiological areas may not satisfy the 
needs of the customers. Being admitted to hospital, patients expect nurses' care in 
addition to doctor's treatment. Patients may appreciate nurses' comprehensive care. 
Otherwise patients can be treated at home or in day hospitals and have no need to be 
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admitted to hospital. Patients expect that nurses can meet their psychosocial and 
spiritual needs in addition to physiological needs and patients like to be treated as 
humans but not as objects (Bassett, 1998). Patients are likely to appreciate both the 
‘quality，of care as well as the 'quantity，of care. They expect 'warm' assessment in 
addition to ‘cold，assessment. Hence nurses can satisfy the patients' needs through 
comprehensive nursing assessment. 
Nursing Management and Nursing Education 
Comprehensive assessment of patients as well as the provision of the resulting 
comprehensive care requires patient-centered delivery system such as a patient 
allocation system. Although the named nurse system is used in these two study 
hospitals, task-oriented care is still prominent. For example, one or two nurses give 
medications to all patients in the ward. This implies that the named nurse system is 
not functioning properly. 
The quality of patient care or patient assessment will not be able to improve in 
the absence of a culture of continuous quality improvement. To change the practice of 
nursing assessment immediately is difficult and may be impossible but the quality of 
nursing assessment could be improved gradually. With the introduction of the concept 
of continuous quality improvement, difficulties in achieving a goal such as 
comprehensive assessment can be identified and appropriate strategies for 
improvement can be devised. Thus quality of nursing assessment can be improved. 
The fmdings in this study suggest that there is a need to improve the nurses' 
knowledge, skill and attitude in comprehensive nursing assessment. The 
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empowerment of nurses with such knowledge and skill can be conducive to the 
implementation of the comprehensive nursing assessment in the clinical field. 
Moreover the teaching methodology used is also important for the transfer of such 
skills into practice. Hands-on practice and experiential learning workshops are 
important for learning such skills rather than just lectures. 
Furthermore there is a need to revise the assessment tool so that nurse could be 
guided to assess patient comprehensively. In order to ensure that the tool is accepted 
and used by clinical nurses, the joint efforts from clinical, management and education 
are required. Hence a workable, efficient tool and which can match with the principle 
of comprehensive assessment can be developed. 
Recommendations for Future Research 
This study could be repeated but would benefit from some modifications. The 
sample size should be greater so that more acute hospitals in Hong Kong are included. 
The sample should be randomly selected so that the generalizability of the sample 
could be increased. In addition, experts from both education and services should be 
invited to give their opinions on the instrument so as to improve the validity of the 
instrument. Furthermore a structured questionnaire for evaluating the factors affecting 
comprehensive nursing assessment should be derived from this study to determine 
and make comparisons of these factors across hospitals and wards. Thus the 
generalizability of the results could be enhanced. 
Future research on nursing assessment could focus on the process of nursing 
assessment. Thus the communication skills used and the attitude of nurses performing 
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the assessment could be studied. This is because the quality and quantity of the 
assessment data collected is likely to be influenced by such skills and attitudes. Hence 
it may be valuable to study the process of nursing assessment through other research 
methods such as the participant observation. 
Further research could also use other research methodologies to study the issue 
of comprehensive nursing assessment instead of descriptive methods. An education 
program which included the framework of comprehensive nursing assessment could 
be introduced to an experimental group while the control group does not receive such 
program. Thus the effectiveness of the program could be measured. If such a program 
could improve the implementation of comprehensive nursing assessment and 
improves the quality of patient care, it should be incorporated into the pre- or post-
registration nursing education programs. 
Conclusion 
The findings indicated that the biophysical aspects of patients were assessed to 
a greater extent with psychosocial and spiritual aspects to a lesser extent. These 
findings supported the previous study by Morrison (1989). Within the different 
components of comprehensive assessment, some aspects were assessed to a lesser 
extent than others. In terms of the process of nursing assessment, the use of the 
interviewing method to obtain data was higher than the use of physical examination. 
Furthermore the use of inspection was higher than the use of palpation and 
auscultation. Within the areas of psychological assessment, the assessment of anxiety 
level, emotional patterns, body image, loss and self esteem was at a greater extent 
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than the assessment of coping patterns and sexuality. For sociocultural assessment, the 
assessment of personal information was at a greater extent than the assessment of the 
patient's interaction with others, the patient's context and health beliefs. 
Assessing patients' needs comprehensively is the responsibility of nurses and is 
one of the competency behaviors expected of nurses in Hong Kong. The absence of 
comprehensive assessment of patients may affect the degree of patient satisfaction, 
quality of care and the cost-effectiveness of the health care system. Furthermore such 
an approach to care is also against the philosophy of nursing and may reverse the 
course of professionalization and the advancement of nursing. 
Barriers to the implementation of comprehensive nursing assessment were 
identified as heavy workload, lack of knowledge and skills, lack of clarity about the 
extent to which nurses are expected to perform the assessment and the acute nature of 
the disease. To improve this situation, the concept of continuous quality improvement 
should be cultivated and a patient-centered delivery system should be implemented. 
Nurses should be empowered with knowledge and skills in comprehensive nursing 
assessment. Assessment tools should be revised by joint efforts from clinical, 
management and education. In order to provide good quality of care to patients, the 
information collected should be accurate and complete. Hence a precise diagnosis and 
appropriate intervention can be provided to patients. 
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AFPUCAHON LETTERS TOR APPROVAL 
H. C. E. 
(Hospital) 
Dear , 
Request for the Approval of Implementing a Research 
I am an M.Phil, student studying in the Department of Nursing, the Chinese 
University o f H o n g Kong. My supervisor is Professor Anne Chang. I am undertaking a 
research study as part of the fulfillment of the course. 
The aim of my research study is to understand more about the practice of nursing 
assessment in clinical units. The findings will be conducive to the improvement of 
nursing standards and the achievement of quality patient care. 
The sample required is summarized in the attached table. Nurses are invited to 
complete a questionnaire and 16% of them will also be invited to undergo an interview 
also after the completion of the questionnaire. The interview will last for about 30 
minutes. Furthermore, I request to be able to examine nursing care records of those 
recently discharged patients from medical and surgical units. Thus a more 
comprehensive understanding of the study topic could be achieved. The whole process 
of data collection including questionnaire, interview and the examination of nursing 
records will last for 2 months. 
Confidentiality for the sample and the hospital will be assured. Neither the 
names of the hospital, the nurses or the patients records used will be documented. 
In addition, I will take care to minimize the interference to the service as much as 
possible. The interview will be arranged with the RN at a time after their duty which is 
most convenient for them. 
I sincerely request for the permission to perform the study in your hospital. A 
summary of research proposal is enclosed. If more detailed information relating to the 
study is required, please contact with me. 
Thank you very much for your attention and assistance. 
Yours faithfully, 




General Manager (Nursing), 
(Hospital) 
Dear , 
Request for the Approval of Implementing a Research 
1 am a M.Phil student studying in the Department of Nursing, the Chinese 
University o f H o n g Kong. My supervisor is Professor Anne Chang. I am undertaking a 
research study as part of the fulfillment of the course. The aim of my research study is 
to understand more about the practice of nursing assessment in clinical units. 
I have sent a letter to the HCE for the approval of implementing a research (as 
enclosed). As this is a nursing research project, I should ask for your support. This 
research will be conducive to the improvement of nursing standards and the 
achievement of quality patient care. 
Confidentiality for the sample and the hospital will be assured. Neither the 
names of the hospital, the nurses or the patients records used will be documented. 
In addition, I will take care to minimize the interference to the service as much as 
possible. The interview will be arranged with the RN at a time after their duty which is 
most convenient for them. 
I sincerely request for the permission to perform this study. A summary of 
research proposal is enclosed. If more detailed information relating to the study is 
required, please feel free to contact with me. 
Thank you very much for your attention. I hope I can have a chance to 
implement the research. 
- Yours sincerely, 
(Lo Po Hung) 
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Appendix n 
COMPREHENSIVE ASSESSMENT OIJESTTONNArRE 
WTTH COVER I.ETTER (PRELTMrNARY^ 
Department ofNursing, 




I am an M.Phil, student undertaking a research study as part of the fulfillment of 
the course. The aim of my research is to understand more about the practice of nursing 
assessment in the clinical setting. 
Your opinions are very important and are needed to give a picture of nursing 
assessment that is being performed in clinical practice. The findings will serve as a 
reference for the development of nursing practice and nursing education in the future. 
Your name was selected at random from a list of staff in medical and surgical 
units. The questionnaire is completely anonymous, so no names are required. I would 
be grateful if you could take a few minutes to complete and return the questionnaire to 
the collection box in your ward with the envelope provided. Please return the 
questionnaire by (date). 
Thank you very much for your cooperation and assistance. A copy of the 
summary o f t h e results of this study will be available. Please write to me if you want to 
have one. 
Yours faithfully, 




EarLA: Below are the collection of items about patient assessment which have been found in ditTerent textbooks. 
You may or may not perform all ofthese. Read the items below and circle 1 ’ 2, 3, 4，5 or 6 to indicate the extent to 
which your usual assessment (i.e. initial and continuing assessment) includes each item. 
A. To what extent do you assess the client's: l=not included completely 
6=included completely 
1. Biographical data 1 2 3 4 5 6 
2. Reason for seeking care 1 2 3 4 5 6 
3. History ofpresent illness 1 2 3 4 5 6 
(Current health status) 
4. Past Health 1 2 3 4 5 6 
5. The health status of family members 1 2 3 4 5 6 
6. Clients' functional status 
6.1 Communicating 1 2 3 4 5 6 
6.2 Eatmg and drinking 1 2 3 4 5 6 
6.3 Personal cleansing and dressing 1 2 3 4 5 6 
6.4 Toiletmg 1 2 3 4 5 6 
6.5 Rest and sleep 1 2 3 4 5 6 
6.6 Expressing sexuality 1 2 3 4 5 6 
7. Stages of growth and development in relation to hisAier age 1 2 3 4 5 6 
8. Self-esteem 1 2 3 4 5 6 
9. Body image 1 2 3 4 5 6 
10. Coping strategies to stress 1 2 3 4 5 6 
11. Response to illness 1 2 3 4 5 6 
12. Ability to cope during hisAier illness 1 2 3 4 5 6 
13. Losses, such as losses of family members and loss o f j o b 1 2 3 4 5 6 
14. Family coping pattems 1 2 3 4 5 6 
15. Emotional patterns 1 2 3 4 5 6 
16. Composition o f a family 1 2 3 4 5 6 
17. Role in the tamily 1 2 3 4 5 6 
18. The quality o f t h e family member 's relationships 1 2 3 4 5 6 
19. Relationship with friends and co-workers 1 2 3 4 5 6 
20. Community resources available after discharge 1 2 3 4 5 6 
21. Occupation and current job 1 2 3 4 5 6 
22. Financial concems that have impact on health 1 2 3 4 5 6 
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Read the items below and circle 1，2，3, 4, 5 or 6 to indicate the extent to which your usual assessment (i.e. mitial 
and continuing assessment) includes each item. 
1 =not included completely 6=included completely 
23. Effects ofhis/her current health status on work and finances 1 2 3 4 5 6 
24. Leisure and relaxation activities 1 2 3 4 5 6 
25. Living environment in relation to hisAier health 1 2 3 4 5 6 
26. Habits, such as alcohol and smoking 1 2 3 4 5 6 
27. Language and communication process 1 2 3 4 5 6 
28. Healing beliefs and practice 1 2 3 4 5 6 
29. Dietary habits and cultural influences 1 2 3 4 5 6 
30. Perception towards hisAier spiritual beliefs 1 2 3 4 5 6 
31. Source of strength and hope 1 2 3 4 5 6 
32. Religious/Spiritual practices 1 2 3 4 5 6 
33. Relationship between spiritual beliefs and health 1 2 3 4 5 6 
B. Data obtained about client's function of the body systems through interview 
34. Neurological system 
34.1 Orientation state 1 2 3 4 5 6 
34.2 Sensory function 1 2 3 4 5 6 
35. Gastrointestinal system 
35.1 Appetite 1 2 3 4 5 6 
35.2 Bowel habits 1 2 3 4 5 6 
36. Respiration system 
36.1 Sputum (colour, amount) 1 2 3 4 5 6 
36.2 Presence of dyspnea at rest or with exertion 1 2 3 4 5 6 
37. Urinary system 
37.1 Characteristics of urine 1 2 3 4 5 6 
37.2 Difficulty to urinate 1 2 3 4 5 6 
38. Musculoskeletal system 
38.1 Presence o f jo in t pain 1 2 3 4 5 6 
38.2 Limited mobility 1 2 3 4 5 6 
39. Cardiovascular system 
39.1 Presence of chest pain 1 2 3 4 5 6 
39.2 Presence of palpitations 1 2 3 4 5 6 
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Read the items below and circle 1. 2. 3, 4. 5 or 6 to indicate the extent to which your usual assessment ( i.e. initial 
and continuing assessment) includes each item. 1 =not included completely 6=included completely 
40. Dermatological system 
40.1 Presence of itching 1 2 3 4 5 6 
40.2 Skin color change 1 2 3 4 5 6 
41. Endocrine system 
41.1 History of endocrine disease 1 2 3 4 5 6 
41.2 Heat/cold intolerance 1 2 3 4 5 6 
42. Reproductive system 
42.1 Urethral discharge in male/ Vaginal discharge in female 1 2 3 4 5 6 
42 .2 Genital sores/ lesions 1 2 3 4 5 6 
C. Physical Examination 
43. General information 
43.1 Monitor vital signs 1 2 3 4 5 6 
43.2 Measure height 1 2 3 4 5 6 
43.3 Measure weight 1 2 3 4 5 6 
44. Dermatological System 
44.1 Assess quantity, distribution, texture, and color o fha i r 1 2 3 4 5 6 
44.2 t ispect for overall skin color, texture, and turgor 1 2 3 4 5 6 
45. Respiratory 
45.1 Assess rate, rhythm, depth of respiration 1 2 3 4 5 6 
45.2 Auscultate for breath sounds (e.g., vesicular breath sounds) 1 2 3 4 5 6 
46. Cardiovascular 
46.1 Inspect for Jugular vein, noting distention 1 2 3 4 5 6 
46.2 Ascultate the apical impulse 1 2 3 4 5 6 
46.3 Ascultate Heart sounds, noting rate, rhythm, and any abnormalities 1 2 3 4 5 6 
46.4 Examine peripheral vascular system 1 2 3 4 5 6 
46.5 Inspect skin color, noting any lesions or swelling 1 2 3 4 5 6 
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Read the items below and circle 1. 2. 3, 4. 5 or 6 to indicate the extent to which your usual assessment ( i.e. initial 
and continuing assessment) includes each item. 1 =not included completely 6=included completely 
47. Gastrointestinal 
47.1 kispect skin for presence of lesions and surgical scars 1 2 3 4 5 6 
47.2 Ascultate for bowel sounds in each quadrant 1 2 3 4 5 6 
47.3 Percuss for the presence of tluid or gas 1 2 3 4 5 6 
47.4 Palpate for abdomen, noting tendemess and masses 1 2 3 4 5 6 
48. Genitourinary 
48.1 Examine urine color, concentration, odour, and quantity 1 2 3 4 5 6 
48.2 Discharge (vaginal, urethral) 1 2 3 4 5 6 
48.3 External genitalia 1 2 3 4 5 6 
49. Breasts 
49.1 &ispect and compare size and symmetry bilaterally 1 2 3 4 5 6 
49.2 Palpate the breasts 1 2 3 4 5 6 
50. Nervous 
50.1 Assess level of consciousness (including eye, verbal, and motor response) 1 2 3 4 5 6 
50.2 Assess the client 's motor function, e.g., gait and balance 1 2 3 4 5 6 
50.3 Assess the client 's sensory function, e.g., to identify light touch 1 2 3 4 5 6 
51. Musculoskeletal (Upper and lower extremities) 
51.1 Palpate joints for any swelling, stiffness and tendemess 1 2 3 4 5 6 
51.2 Assess motor strength of the muscle groups 1 2 3 4 5 6 
51.3 Test joint range of motion 1 2 3 4 5 6 
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Part II: Demographic data. Please respond to each statement or question by wnting in the 
requested information or making a tick K ) in the appropriate space. Remember your response 





3. Type of ward 
Medical • 
Surgical • 
4. Years of post-registration working experience in nursing: 
5. What year did you complete your training? 
6. If you have any qualification(s) a i k r registration as a nurse , please indicate. 




Other (please specify) 










1. What is the extent to which nurses can perform comprehensive nursing assessment 
when caring for patients who are staying on your ward? 
1 2 3 4 5 6 7 8 9 10 
Low High 
List the main reasons for this and explain why^ 
(Follow up their points: 
Are their any educational reasons for lack of comprehensive nursing assessment? 
Are staffmg factors influencing the extent of comprehensive nursing assessment 
which is being performed?) 
2. List the actions or interventions that could be carried out to enable nurses to 
perform comprehensive nursing assessment? Please explain this. 
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Appendix IV 
r O M P R F H F N S T V E A S S E S S M E N T QTIFSTTONNAIRE (FTNALIZED^ f E N G L I S H ) 
P a r t I: B e l o w a r e t he co l lec t ion o f i tems a b o u t pa t i en t a s s e s s m e n t w h i c h h a v e been f o u n d in 
d i f f e r e n t t e x t b o o k s . Y o u m a y or m a y no t p e r f o r m all o f these . R e a d the i t ems b e l o w a n d c i rc le 1, 
2 , 3, 4 , 5 o r 6 t o i nd ica t e t h e ex t en t t o w h i c h y o u r u s u a l a s s e s s m e n t (i.e. ini t ial a n d c o n t i n u i n g 
a s s e s s m e n t ) i nc ludes e a c h i tem. 
A. To what extent do you assess the client's: l=not included completely 
6=included completely 
1. Biographical data, such as age and sex 1 2 3 4 5 6 
2. Reason for seeking care 1 2 3 4 5 6 
3. History of present illness 1 2 3 4 5 6 
4. Past Health 1 2 3 4 5 6 
5. Stages of growth and development in relation to hisAier age 1 2 3 4 5 6 
Activities of daily living 
6. Communicating 1 2 3 4 5 6 
7. Eating and drinking 1 2 3 4 5 6 
8. Personal cleansing and dressing 1 2 3 4 5 6 
9. Toileting 1 2 3 4 5 6 
10 Rest and sleep 1 2 3 4 5 6 
Response to illness and hospitalization 
11. Anxiety level 1 2 3 4 5 6 
12. Self-esteem 1 2 3 4 5 6 
13. Body image 12 3 4 5 6 
14. Losses, such as losses of family members and loss o f j o b recently 1 2 3 4 5 6 
15. Emotional pattems (i.e. usual mood, such as depressed and happy) 1 2 3 4 5 6 
16. Ability or strategies in coping with stress/ illness 1 2 3 4 5 6 
Family 
17. Family coping pattems 1 2 3 4 5 6 
18. Compositiorrof family 1 2 3 4 5 6 
19. Role in the family 1 2 3 4 5 6 
20. The quality o f the family member's relationships 1 2 3 4 5 6 
21. Effects ofhisAier illness on family processes, such the caring of his/her children 1 2 3 4 5 6 
22. Relationship with friends and co-workers 1 2 3 4 5 6 
23. Community resources available after discharge 1 2 3 4 5 6 
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Read the items below and circle 1. 2. 3, 4. 5 or 6 to indicate the extent to which your usual assessment ( i.e. initial 
and continuing assessment) includes each item. 1 =not included completely 6=included completely 
24. Occupation and currentjob 1 2 3 4 5 6 
25. Financial concems that have impact on health 1 2 3 4 5 6 
26. Effects of his/her current health status on work and finances 1 2 3 4 5 6 
27. Personal habits, such as alcohol and smoking 1 2 3 4 5 6 
28. Leisure, relaxation activities and exercise 1 2 3 4 5 6 
29. Living environment in relation to hisAier health, such as cleanliness 
and adequacy of space 1 2 3 4 5 6 
30. Surrounding neighborhood, such as pollution, parks and tratTic 1 2 3 4 5 6 
31. Health beliefs and practice 1 2 3 4 5 6 
32. Dietary habits and cultural influences 1 2 3 4 5 6 
33. Source of strength and hope 1 2 3 4 5 6 
34. Religious/Spiritual practices 1 2 3 4 5 6 
35. Relationship between spiritual beliefs and health 1 2 3 4 5 6 
B. Interview data obtained about client's function of the body systems 
Special organs 
36. Vision changes (and any corrective measures required) 1 2 3 4 5 6 
37. Recent changes in hearing ability (and any hearmg aids needed) 1 2 3 4 5 6 
Neurological 
38. Orientation state 1 2 3 4 5 6 
39. Sensory function e.g. any numbness or tingling 1 2 3 4 5 6 
Dermatological 
40. Presence of itching 1 2 3 4 5 6 
Cardiovascular 
41. Presence of chest pain 1 2 3 4 5 6 
42. Presence of palpitations 1 2 3 4 5 6 
Respiratory 
43. Sputum (colour, amount) 1 2 3 4 5 6 
44. Presence of dyspnea at rest or with exertion 1 2 3 4 5 6 
Gastrointestinal 
45. Appetite 1 2 3 4 5 6 
46. Bowel habits 1 2 3 4 5 6 
Musculoskeletal 
47. Limited mobility, joint pain and the use of assistive devices 1 2 3 4 5 6 
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Read the items below and circle 1. 2. 3, 4. 5 or 6 to indicate the extent to which your usual assessment ( i.e. initial 
and continuing assessment) includes each item. 1 =not included completely 6=included completely 
Urinary _ 
48. Characteristics of urine ' 2 3 4 5 6 
49. Difficulty to urinate 1 2 3 4 5 6 
Reproductive 
50. Urethral discharge in male/ Vagmal discharge in female 1 2 3 4 5 6 
51. Level ofsatisfaction with sexual and reproductive pattems and associated concems 1 2 3 4 5 6 
52. Perception of sex roles 1 2 3 4 5 6 
53. Sexual health (menstrual history, methods of contraception or practice of 
breast/ testes self examination) 1 2 3 4 5 6 
C. Physical Examination of Body Systems 
General information 
54. Monitor vital signs 1 2 3 4 5 6 
55. Measure height 1 2 3 4 5 6 
56. Measure weight 1 2 3 4 5 6 
Special organs 
Eyes 
57. kispect for redness, jaundice, or discharge 1 2 3 4 5 6 
58. Test for decreased vision (i.e. visual acuity) 1 2 3 4 5 6 
Ears 
59. fespect for drainage, pain on manipulation 1 2 3 4 5 6 
60. Test for decreased hearing 1 2 3 4 5 6 
Neurological 
61. Assess level ofconsciousness (including eye, verbal, and motor response) 1 2 3 4 5 6 
62. Assess the client's motor function, e.g., gait and balance 1 2 3 4 5 6 
Dermatological 
63. Assess quantity, distribution, texture, and color ofhair 1 2 3 4 5 6 
64. Inspect for overall skin; color, texture, lesion and turgor 1 2 3 4 5 6 
Cardiovascular 
65. Inspect for Jugular venous pressure, noting distention 1 2 3 4 5 6 
66. Ascultate the apical pulse 1 2 3 4 5 6 
Respiratory 
67. Assess rate, rhythm, depth of respiration 1 2 3 4 5 6 
68. Auscultate for breath sounds (e.g., vesicular breath sounds) 1 2 3 4 5 6 
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Read the items below and circle 1. 2. 3, 4. 5 or 6 to indicate the extent to which your usual assessment ( i.e. initial 
and continuing assessment) includes each item. 1 =not included completely 6=included completely 
Gastrointestinal 
69. tispect for the mouth, notmg any lesion in mucous membrane and teeth 1 2 3 4 5 6 
70. Palpate for abdomen, noting tenderness and masses 1 2 3 4 5 6 
Musculoskeletal (Upper and lower extremities) 
71. Palpate joints for any swelling, stiffness and tendemess 1 2 3 4 5 6 
72. Assess muscle strength, such as hand gnp 1 2 3 4 5 6 
73. Testjoint range ofmotion 1 2 3 4 5 6 
Genitourinary 
74. Examine urine color, concentration, odour, and quantity 1 2 3 4 5 6 
Part II: Demographic data. Please respond to each statement or question by writing m the 
requested information or making a tick (Z) in the appropriate space. Remember your response 





3. Type of ward 
Medical • 
Surgical • 
4. Years of post-registration working experience in nursing: 
5. What year did you complete your training? 





Other (please specify) 





Other (please specify) 
Thank you for your participation! 
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Appendix IV 
QITFSTTONNATRE WTTH COVER LETTER 




















1.基本資料，如年齡及性別 1 2 3 4 5 6 
2.求醫的理由 1 2 3 4 5 6 
3 .目前病史 1 2 3 4 5 6 
4 .過去健康狀 況 1 2 3 4 5 6 
曰常生活活動 
5 .溝通 1 2 3 4 5 6 
6 .飮食 1 2 3 4 5 6 
7.個人淸潔及穿衣 1 2 3 4 5 6 
8 .如廁 1 2 3 4 5 6 
9 .休息及睡眠 1 2 3 4 5 6 
10.成長及發育階段，是否與個案的年齡相符 12 3 4 5 6 
疾病及住院帶來的反應 
11.焦慮程度 123 4 5 6 
1 2 .自尊 1 2 3 4 5 6 
13.身體形象 1 2 3 4 5 6 
14.失落，如近期家庭成員的逝世或失業 1 2 3 4 5 6 
15.情緒型態(一向的情緒狀況，如抑懲、快樂） 1 2 3 4 5 6 
16.應付壓力/疾病的能力或方 法 1 2 3 4 5 6 
家庭 
17.家庭應付壓力的方法 1 2 3 4 5 6 
18.家庭的組合 1 2 3 4 5 6 
19.家庭中所擔任的角式 1 2 3 4 5 6 
20.家庭各成員的關係 1 1 3 4 5 6 
21.疾病對家庭運作的影響，如孩子方面的照 顧 1 2 3 4 5 6 
22.與朋友及同事的關係 1 2 3 4 5 6 
23.出院後可使用的社區資源 1 2 3 4 5 6 
24.職業及目前的工作 1 2 3 4 5 6 
25.經濟狀況對健康的影響 1 2 3 4 5 6 
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請細讀並圈上1,2，3， 4,5或 6以顯示閣下在日常護理工作中包括下列各項評估的程度(包括 
首次及連續性的評估）。 1=不完全包括 6=完全包括 
26.目前健康況對工作及經濟的影響 1 2 3 4 5 6 
27.個人習慣，如飮酒及吸煙 1 2 3 4 5 6 
28 .娛樂、鬆驰活動及運動 1 2 3 4 5 6 
29.影響個案健康的家居環境，如住所的淸潔及可活動的範圍 1 2 3 4 5 6 
30.住所鄰近的1青況，如污染情況、公園及交通的設 施 1 2 3 4 5 6 
3 1 .健康信念及健康行爲 1 2 3 4 5 6 
32 .飮食習慣及其文化的影響 1 2 3 4 5 6 
33 .生命力量及希望的來源 1 2 3 4 5 6 
34.參予宗教/屬靈方面的活動(如教會活動，靜坐等） 1 2 3 4 5 6 
35 .個案屬靈方面的信念與健康的關係 1 2 3 4 5 6 
二、面談資料：有關個案各系統功能方面的評估 
特覺器官 
3 6 .視力的改變 1 2 3 4 5 6 
3 7 .聽力的改變 1 2 3 4 5 6 
神經系統 
38.定向力(即病者對時間、地點、人物的認知） 1 1 3 4 5 6 
39.感覺功能，如是否有痳捧或針刺 感 1 2 3 4 5 6 
_ 
4 0 .是否有痕癢 1 2 3 4 5 6 
心血管系統 
4 1 .是否有胸痛 1 2 3 4 56 
4 2 .是否有心俘 1 2 3 4 5 6 
呼吸系統 
43.痰涎(色、質及量） 1 2 3 4 5 6 
44 .休息或活動時是否有呼吸困難的出 現 1 2 3 4 5 6 
胃腸系統 
4 5 . 食愁 1 2 3 4 5 6 
4 6 . 排 便 習 慣 - 1 2 3 4 5 6 
肌肉骨豁系統 
47.活動障礙、關節痛楚及助行器的使用情況 1 2 3 4 5 6 
泌尿系統 
4 8 .尿液的色、質、量 1 2 3 4 5 6 
4 9 .是否有排尿困難 1 2 3 4 5 6 
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請細讀並圈上1，2, 3, 4，5或6以顯示閣下在日常護理工作中包括下列各項評估的程度(包括 
首次及連續性的評估）。 1=不完全包括 6=完全包括 
生殖系統 
50.是否有尿道溢液(男性)/陰道溢液(女性） 1 2 3 4 5 6 
5 1 .性生活的滿足情況 1 2 3 4 5 6 
52.生理健康問題對性方面的影響，如近期患心肌梗塞/曾施行結腸造口手術 123 4 5 6 
53.性方面的健康狀況（如月經史、避孕方法或乳房/辜九自我檢查習慣） 1 2 3 4 5 6 
三、有關各系統的身體檢查 
一般資料 
5 4 .生命表徵的觀察 1 2 3 4 5 6 
5 5 .體高的量度 1 2 3 4 5 6 
5 6 .體重的量度 1 2 3 4 5 6 
特覺器官 
眼 
57.檢查眼睛以知是否有充血、黃痕及眼溢液 1 2 3 4 5 6 
58 .測試視力以知是否有視力減 退 1 2 3 4 5 6 
耳 
59.檢查耳朵是否有溢液，移動時是否有痛 1 2 3 4 5 6 
6 0 .測試聽力是否減弱 1 2 3 4 5 6 
神經系統 
61.評估神志淸醒程度(言語表達、張眼及運動反應） 1 2 3 4 5 6 
62.評估運動功能，如步態及平衡 1 2 3 4 5 6 
皮虜 
63.評估毛髮的顏色、分佈、髮質及數量 1 2 3 4 5 6 
64.檢查全身皮廣的顏色、慮質、完整性及飽滿 度 1 2 3 4 5 6 
心血管系統 
65.檢查頸靜脈壓，留意頸靜脈充盈的最高點 1 2 3 4 5 6 
6 6 .聽心尖脈率 1 2 3 4 5 6 
呼吸系統 
67 .評估呼吸的連率、節律及深度 1 2 3 4 5 6 
68.聽呼吸音($5^市泡音） 1 2 3 4 5 6 
胃腸系統 
69.檢查口腔，留意牙齒及鈷膜是否有缺損 1 1 3 4 5 6 
70.腹部觸診，留意是否有觸痛及腫塊 1 2 3 4 5 6 
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請細讀並圈上1，2,3，4，5或6以顯示閣下在日常護理工作中包括下列各項評估的程度(包括 
首次及連績性的評估）° 1=不完全包括 6=完全包括 
肌肉骨豁系統(上肢及下膨 
71.觸診各關節是否有腫脹、強硬及觸痛 � 2 3 4 5 6 
72.評估肌肉強度，如測試個案雙手之握力 1 2 3 4 5 6 
73.測試各關節的活動範圍 1 2 3 4 5 6 
生殖泌尿系統 
74.檢查尿液之顏色、濃度、氣味及容量 1 2 3 4 5 6 
第二部份:閣下的一般資料 
請於適當位置塡上有關資料’ 一切資料均會絕對保密。’ 
1 .年齡 ： 
2.所屬病房(請在方格內加上「7」號） 
內 科 • 
外 科 • 

















CHECKLIST OF NURSTNG RECORDS 
Ward: 
M R N : 
PART 1 : Yes ”广 
1 • Biographical data, such as age and sex 
2. Reason for seeking care 
3. History of present illness 
4. Past Health 
5. Stages of growth and development in relation to hisAier age 
6. Communicating 
7. Eating and drinking 
8. Personal cleansing and dressing 
9. Toileting 
10 Rest and sleep 
11. Anxiety level 
12. Self-esteem 
13. Body image 
14. Losses, such as losses of family members and loss of job recently 
15. Emotional pattems (i.e. usual mood, such as depressed and happy) 
16. Ability or strategies in coping with stress/ illness 
17. Family coping pattems 
18. Composition of family 
19. Role in the family 
21. Effects of hisAier illness on family processes, such the canng of hisAier children 
22. Relationship with friends and co-workers 
23. Community resources available after discharge 
24. Occupation and current job 
25. Financial concerns that have impact on health 
26. Effects ofhisAier current health status on work and fmances 
27. Personal habits, such as alcohol and smoking 
28. Leisure, relaxation activities and exercise 
29. Living environment in relation to his/her health, such as cleanliness 
and adequacy of space 
30. Surrounding neighborhood, such as pollution, parks and traffic 
31. Health beliefs and practice 
32. Dietary habits and cultural influences 
33. Source of strength and hope 
34. Religious/Spiritual practices 
35. Relationship between spiritual beliefs and health 
z z z z z i z z r z z z z z z z i ^ z z z z z z z t i i z z 
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B. Interview data obta ined about cl ient's funct ion of the body sys tems 
Special organs 
36. Vision changes (and any corrective measures required) 
37. Recent changes in hearing ability (and any heanng aids needed) 
Neurological 
38. Orientation state 
39. Sensory function e.g. any numbness or tingling 
Dermatological 
40. Presence of itching 
Cardiovascular 
41. Presence of chest pain 
42. Presence ofpalpitations 
Respiratory 
43. Sputum (colour, amount) 
44. Presence of dyspnea at rest or with exertion 
Gastrointestinal 
45. Appetite 
46. Bowel habits 
Musculoskeletal 
47. Limited mobility, joint pain and the use of assistive devices 
Urinary 
48. Characteristics ofur ine 
49. Difficulty to urinate 
Reproductive 
50. Urethral discharge in male/ Vagmal discharge in female 
51. Level of satisfaction with sexual and reproductive patterns and associated 
concems 
52. Perception of sex roles 
53. Sexual health (menstrual history, methods of contraception or practice of 
breasty' testes self examination) 
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C. Physical E x a m i n a t i o n of Body Systems 
General information 
54. Monitor vital signs 
55. Measure height 
56. Measure weight 
Special organs 
Eyes 
57. hispect for redness, )aundice, or discharge 
58. Test for decreased vision (i.e. visual acuity) 
Ears 
59. fospect For drainage, pain on manipulation 
60. Test for decreased hearing 
Neurological 
61. Assess level of consciousness (including eye, verbal, and motor 
response) 
62. Assess the client's motor function, e.g., gait and balance 
Dermatological 
63. Assess quantity, distribution, texture, and color o fha i r 
64. hspec t for overall skin: color, texture, lesion and turgor 
Cardiovascular 
65. hispect for Jugular venous pressure, noting distention 
66. Ascultate the apical pulse 
Respiratory 
67. Assess rate, rhythm, depth of respiration 
68. Auscultate for breath sounds (e.g., vesicular breath sounds) 
Gastrointestinal 
69. Lnspect for the mouth, noting any lesion in mucous membrane 
and teeth 
Musculoskeletal 
70. Palpate for abdomen, noting tendemess and masses 
71. Palpate joints for any swelling, stiffness and tendemess 
72. Assess muscle strength, such as hand grip 
73. Test jo int range of motion 
Genitourinary 
74. Examine urine"5olor, concentration, odour, and quantity 
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Appendix VI 
r FTTTR FROM THE FTHTCAL CO^IMTTTEE 
OF THE FACTJLTY OF MEDICTNF. 
T H F r H T N E S E UNTYERSITY O F H O N G K O N G 
THE CHINESE UNIVERSITY | | H H 香 港 中 文 大 學 
OF HONG KONG « | 0 醫 學 院 
FACULTY OF MEDICINE —. — ^ 5 ^ - - - 悉 . 若 新 田 . 小 ^^  
SHATD4. NT. HONG KONG n ^ " - - " “ ^ - " " : _ - 含 ‘ 芝 町 什 ‘ 少 由 
TELEGRA.V1 • SlNOVERSlTY TELEX i()30l CUHK KX FAX; ;S52) 2603 o958 
Cur Reference ; FMy'C'13 
Your Reference � 
9 December 1996 
Mr Gordon Po Hung L 0 
Dept. o f N u r s i n g 
CLm 
Dear Mr. Lo, 
[wr i t e to inform you that ethical approval has been given tbr you to engage in the project named 
below: ‘ 
Project Title: ' 'Comprehens ive Nurs ing A s s e s s m e n t of pat ients in hospi ta l : a 
myth or reality?" 
(ref. No. C R E - 7 9 0 ) 
Investigator(s): Mr. G o r d o n Po H u n g Lo, MPhi l . S tudent . Dept. of N u r s i n g , 
C U H K 
Supervisor(s): Ms A n n e Chang , Dept. of N u r s i n g , C U H K 
Location of Study: 2 Hospitals in Hong Kong 
Duration: 10 months 
Conditions by Clinical Research Nil 
Ethics Committee ( i f a n y ) : 
lt will be much appreciated if the compietion o f t h e project will be reported to the Committee in 
due course. 
Yours^ y^wefely, 
. , ( U -
•、 Z 
一 Andrew Chan 
Secretary 
C!inical Research Ethics Committee 
129 
Appendix VH 
LETTERS FROM THE ETHTCAl. r O M M T T T F F S 
OF THE TWO SAMPT F HOSPTTAI S 
Dear Mr, Lo, 
Appl i ca t ion for R e s e a r c h in 
In reply to your letter dated 19 September 1997,1 am pleased to inform you 
that the application of carrying out a research study on "Comprehensive Nursing 
Assessment of Patients in Hospital" in Hospital has been approved 
by the Administration. -
Pl'ease be reminded that you should observe the following: 
(1) The research work must not be a disturbance to the normal operation of the 
hospital. 
(2) The distribution and collection of questionnaire and collection of data is the 
responsibilities of the researchers. 
(3) Researcher should first obtain permission form the target respondents of your 
research before data collection. 
(4) Results of the research, including the name of the hospital, should be kept in the 
strictest confidence. 
For detail arrangement, please contact ，DOM, Department of 
Medicine at & ，DOM, Department of Surgery at 
May I take this opportunity to wish you every success in your research. 
Yours sincerely, 
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13 March, 1998 
Dear Mr L0, ' 
Application for the Approval of Research Protocol 
Ref： A Study ofComprehensive Nursing Assessment ofPatients in Hospital 
In reply to your letters on the above subject dated on 20 September & 26 
September 1997. I hereby give my approval for you to carry out the research in the conditions 
set out in your letters / proposal. 
2. Please feel free to contact ., D O M on and 
on for farther arrangement. It is our pleasure to receive your 
captioned research report whenever possible for our reference. 






THE MEAN SCORES OF EACH ITEM IN THE COMPREHENSIVE 
ASSESSMENT OTIESTTONNAIRE IN ACCORDANCE WTTH THE 
nTFFERENT CATEGORFES IN DESCENDING ORDER 
Items M SD Minimum Maximum 
Basic 
1 5.64 0.80 3 6 
2 5.76 0.69 3 6 
3 5.75 0.71 2 6 
Biophysical 
4 5.69 0.72 2 6 
5 3.17 1.42 1 6 
6 5.11 1.07 3 6 
7 5.20 1.05 2 6 
8 4.78 1.31 1 6 
9 5.16 1.01 3 6 
10 4.72 1.20 1 6 
36 4.88 1.13 2 6 
37 4.90 1.12 2 6 
38 4.98 1.33 1 6 
39 4.76 1.31 1 6 
40 4.62 1.34 1 6 
41 5.38 1.04 1 6 
42 5.40 1.05 1 6 
43 5.26 1.09 1 6 
44 5.33 1.04 1 6 
45 5.20 1.09 1 6 
46 5.36 1.01 2 6 
47 5.28 1.02 1 6 
48 5.33 1.02 1 6 
49 5.39 0.87 3 6 
50 3.82 1.72 1 6 
54 5.70 0.86 2 6 
55 4.09 1.77 1 6 
56 5.44 1.03 2 6 
57 4.44 1.49 1 6 
58 _ 3.42 1.58 1 6 
59 3.33 1.68 1 6 
60 3.19 1.62 1 6 
61 5.34 1.11 1 6 
62 5.05 1.24 1 6 
63 3.12 1.65 1 6 
64 4.42 1.48 1 6 
^ l J 6 X_J2 1 6 
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• 
I tems M S D Minimum M a x i m u m 
Biophysical 
66 4.75 1.32 1 6 
67 5.30 1.08 1 6 
68 3.93 1.89 1 6 
69 3.66 1.69 1 6 
70 3.81 1.82 1 6 
71 4.44 1.49 1 6 
72 4.63 1.29 1 6 
73 4.17 1.59 1 6 
74 5.18 1.16 1 6 
Psychological 
11 4.36 1.31 1 6 
12 3.54 1.33 1 6 
13 3.72 1.30 1 6 
14 3.58 1.54 1 6 
15 4.25 1.38 1 6 
16 3.29 1.46 1 6 
17 2.79 1.34 1 6 
51 1.89 1.24 1 6 
52 2.99 1.98 1 6 
53 2.39 1.54 1 6 
Sociocultural 
18 3.92 1.44 1 6 
19 3.80 1.53 1 6 
20 3.37 1.47 1 6 
21 3.60 1.40 1 6 
22 2.33 1.30 1 6 
23 3.73 1.40 1 6 
24 4.57 1.36 1 6 
25 4.44 1.32 1 6 
26 3 .92 1.23 1 6 
27 4.92 1.25 1 6 
28 2.64 1.32 1 6 
29 3.05 1,41 1 6 
30 2.23 1.22 1 6 
31 3.18 1.41 1 6 
32 3.88 1.53 1 6 
Spiritual 
33 2.59 1.40 1 6 
34 3.31 1.53 1 6 
1 5 ^ {_M 1 6 
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Appendix DC 
niFFFRFNCES IN THF TOTAL SCORE AND THE MEAN SCORES OF THE 5 
rATFCORTES AMONG DIFFERENT GROUPS SUCH AS AGE. F,niICATIQN. 
FXPFRTKNCF. AND Y F AR OF GRADTIATTON BY KRUSKAL-WAT.l IS TEST 
“ Mean Rank p N df H P 
Age group 
Basic information 
21-25 30.46 23 
25-30 35.93 34 
>=31 41.08 12 69 2 3.96 .138 
Biophysical 
21-25 34.96 23 
25-30 37.19 32 
>=31 28.88 12 67 2 1.53 .47 
Psychological 
21-25 31.61 23 
25-30 37.66 34 
>=31 33.96 12 69 2 1.29 .53 
Sociocultural 
21-25 34.33 23 
25-30 37.35 33 
>=31 29.63 12 68 2 1.36 .495 
Spiritual 
21-25 32.57 23 
25-30 36.94 33 
>=31 31.5 12 68 2 1.01 .60 
Total score 
21-25 30.87 23 
25-30 36.84 32 
>=31 29.27 11 66 2 1.94 .38 
Qualification obtained (Nursing) 
Basic 
Nil 45.59 49 89 2 1.002 .61 
CertA)ip 39.71 12 
Bachelor/PGD 46.23 28 
Biophysical 
Nil 41.09 49 89 2 2.66 .26 
Cert/Dip 52.33 12 
BachelorA^GD 48.70 28 
Psychological 
Nil 43.03 49 89 2 1.99 .37 
CertyDip 54.67 12 
BachelorA^GD 44.30 28 
Sociocultural -
Nil 43.69 49 89 2 1.92 .38 
Cert/Dip 54.58 12 
Bachelor/PGD 43.18 28 
Spiritual 
Nil 40.95 49 88 2 2.18 .34 
Cert/Dip 47.86 11 
Bachelor/PGD 49.39 28 
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Mean Rank n N ^ H p 
Total score 
Nil 39.64 49 88 2 2.53 .28 
CertyDip 52.64 11 
Bachelor/PGD 43.11 28 
Experience Group 
Basic information 
<=2 39.97 32 89 2 4.67 .10 
3-4 44.69 29 
>=5 51.07 28 
Biophysical 
<=2 43.44 32 89 2 4.37 .11 
3-4 52.76 29 
>=5 38.75 28 
Psychological 
<=2 42.63 32 89 2 2.32 .31 
3-4 50.97 29 
>=5 41.54 28 
Sociocultural 
<=2 43.95 32 89 2 3.53 .17 
3-4 51.83 29 
>=5 39.13 28 
Spiritual 
<=2 44.02 32 88 2 4.27 .12 
3-4 51,79 28 
>=5 37.77 28 
Total score 
<=2 39.53 31 84 2 6.07 .048 
3-4 51.83 27 
>=5 36.35 26 
Year of graduation 
Basic information 
95-97 41.31 32 86 2 4.70 .10 
92-94 41.10 36 
81-91 52.19 18 
Biophysical 
95-97 45.81 32 86 2 .52 .77 
92-94 42.81 36 
81-91 40.78 18 
Psychological 
95-97 41.86 32 86 2 .27 .86 
92-94 44.99 36 
81-91 43.44 18 
Sociocultural 
95-97 47.08 32 86 2 1.06 .59 
92-94 — 41.58 36 
81-91 “ 40.97 18 
Spiritual 
95-97 45.47 32 85 2 .86 .65 
92-94 42.93 35 
81-91 38.75 18 
Total score 
95-97 41.90 31 81 2 .26 .88 
92-94 41.45 33 
81-91 3 ^ n 
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A p p e n d i x X 
n T F F E R E N C E S IN T H F T O T A L S C O R E A N D T H E M E A N S C O R E S Q F T H E 
5 C A T E G Q R T F S A M O N G D I F F E R E N T G R O U P S S U C H A S T Y P E O F 
W A R D S A N D H O S P I T A L S BY M A N N - W H T T N E Y II T E S T 
Mean Rank n N ^ B 
Type of wards 
Basic information 
Medical 43.90 49 89 - .58 .56 
Surgical 46.35 40 
Biophysical 
Medical 45.90 49 89 - .36 .72 
Surgical 43.90 40 
Psychological 
Medical 42.55 49 89 - .99 .32 
Surgical 48.00 40 
Sociocultural 
Medical 47.78 49 89 -1.12 .26 
Surgical 41.60 40 
Spiritual 
Medical 44.16 48 88 - .14 .89 
Surgical 44.91 40 
Total score 
Medical 43.77 45 84 - .51 .61 
Surgical 41.04 39 
Hospitals 
Basic information 
Hospital A 52.38 37 89 -2.96 .003 
Hospital B 39.75 52 
Biophysical 
Hospital A 53.69 37 89 -2.68 .007 
Hospital B 38.82 52 
Psychological 
Hospital A 45.53 37 89 - .16 .87 
Hospital B 44.63 52 
Sociocultural 
Hospital A 49.72 37 89 -1.45 .15 
Hospital B 41.64 52 
Spiritual 
Hospital A 43.47 37 88 - .32 .75 
Hospital B 45.25 51 
Total score 
Hospital A 48.65 37 84 -2.05 .04 
Hospital B 37.66 47 
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